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FOREWORD 


The Review or Surcery, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins ard reports of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia . Proctology 
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. Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 

. Breast Tract . Book Reviews 
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It is believed that the above outline will assist the reader to quickly locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 
. The Menstrual Cycle 
Including Diagnostic Tests . The Vulva and Vagina 
. Pathologic Pregnancy . The Uterus Including Cancer 
. Ectopic Pregnancy, Hydatid Mole, of the Uterus 
Chorionepithelioma The Adnexa (Physiology and Pathology ) 
. Normal Labor Including Anesthesia Operative Gynecology 
and Analgesia . Sterility and Fertility 
. Pathologic Labor Including . Female Urology 
Operative Obstetrics . Miscellaneous 
. Pathology of Newborn . Book Reviews 
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. Normal Pregnancy 
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Chronic Pancreatitis: A Review 


Merlin K. DuVal, Jr., M.D.* 


OKLAHOMA CITY, OKLAHOMA 


Chronic pancreatitis remains an enigma. Yet in the past 50 years an enormous 
literature has accumulated, offering testimony to the interest of many investigators 
in the solution of the problem of pancreatic inflammation. Although the etiology 
is unknown, the manifestations of progressive destruction of the pancreas are recog- 
nized, sooner or later, by every practicing physician. 

Any discussion of chronic pancreatitis must necessarily include comments pertain- 
ing to acute inflammation of the pancreas, since the two entities cannot be com- 
pletely separated. In this review, however, emphasis is placed on the chronic form 
of the disease. 

It is important to recognize that pancreatitis is seen clinically in three distinct 
forms: acute, recurrent acute, and chronic. The status of current knowledge permits 
neither acceptance nor refutation of the thesis that the three forms of the disease are 
interrelated. Thus far, the mass of evidence suggests only that recurrent acute pan- 
creatitis, when it occurs, is very likely an extension of the acute disease, and that 
chronic pancreatitis may be a separate and distinct clinical entity. In either event, 
it is becoming apparent that success in the clinical management of patients with 


pancreatitis is almost wholly dependent upon recognition and differentiation of one 
form from another. 


ETIOLOGY 


Infection. In certain instances of pancreatic inflammation it is necessary to consider 
as possible causes bacteria and viruses. Clinically, pancreatitis due to mumps,' 
scarlet fever,” and typhoid* has been well documented. Experimentally, the role of 
bacteria is less clear. For example, attempts made to transfer to normal human 
volunteers the serum, nasal secretions, and duodenal juice of patients with pan- 


* Associate Professor of Surgery, Oklahoma Medical Center, 800 North East 13th Street, Oklahoma 
City 4, Okla. 
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creatitis have apparently been without effect.‘ Although direct inoculation of the 
pancreatic ductal system with bacterial suspensions may result in pancreatitis,° 
sterile solutions are capable of producing the same effect.* It is well known that 
infection in the biliary tree is a frequent precursor of pancreatic inflammation, and 
it has been suspected that bacteria gain access to the pancreas from an infected biliary 
tree. Kodama has demonstrated, on the other hand, that the lymphatic drainage of 
the gall bladder is anatomically unrelated to the pancreatic parenchyma, and he 
concludes that secondary involvement of the pancreas by bacterial extension from 
the biliary tree is remote indeed. 

In the absence of additional information, the only conclusion that may be stated 
with reasonable certainty is that pancreatitis may appear as a complication of certain 
systemic bacterial and viral diseases, and that any attack of pancreatitis will most 
certainly be made worse by secondary involvement with bacteria. 

Trauma. Pancreatitis is a recognized sequel to certain forms of trauma or to its 
associated stress. The trauma may be external’ or internal and related directly to 
the pancreas, as in gastric resection® and biliary tree procedures involving the common 
bile duct. Dunphy and Perryman have emphasized that operative procedures that 
may interfere with pancreatic blood supply are especially to be avoided because of 
the danger of pancreatitis, although both have emphasized the fact that pancreatitis 
may also be seen as a postoperative complication of surgery in remote areas of the 
body. 

Vascular Disease. The frequency with which hemorrhagic changes are seen in the 
acute form of pancreatitis has led many investigators to suspect that pancreatitis 
may be a manifestation of primary vascular disease. Both the arterial and venous 
circuits have been implicated. Buckwalter has reported the existence of sclerotic 
changes at the arteriolar level and suggests that these changes may be responsible 
for focal pancreatitis. The rather remarkable incidence of pancreatitis found at 
autopsy among patients dying with myocardial infarction has been emphasized by 
Burn, Sachar, and others. Whether such findings represent an indication of the 
generalized nature of the vascular disease associated with myocardial infarction is 
not known, although it is conjectured that the appearance of pancreatitis, under 
these circumstances, is a manifestation of sympathetic nervous system discharges. 
Such reasoning receives support from the work of Mallet-Guy, who succeeded in 
inducing experimental pancreatitis by stimulation of the left splanchnic nerves. 

Thrombosis of the pancreaticoduodenal venous system also leads to pancreatitis 
in the experimental animal. Although this form of pancreatitis might be considered 
a venous infarct, the work of Powers suggests that it is related to an actual increase 
in the level of circulating trypsin, known to accompany intravascular thrombosis. 
Powers has been able to induce hemorrhagic pancreatitis by artificially raising the 
level of circulating trypsin in an animal with an obstructed pancreatic duct. Ten 
years efrlier, Popper had shown that vascular factors were necessary to convert 
pancreatic edema to necrosis. Block has pointed out that changes in the vascular 
status of the pancreas have the effect of exaggerating the extent of the pathological 
process occurring in the pancreas irrespective of etiology. Indeed there appears to 
be little doubt that secondary involvement of the blood vessels of the pancreas, such 
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as may occur incidental to the release of proteolytic enzymes in pancreatitis, greatly 
extends the consequence of the primary pathology.° 

Another way in which the vascular role may be of importance has been well pre- 
sented in the antigen-antibody thesis of Thal. His work has yielded convincing 
evidence that the Arthus phenomenon is capable of reproducing the gross and micro- 
scopic picture of hemorrhagic pancreatitis. This was accomplished by direct instil- 
lation of foreign protein into the pancreatic duct one week after sensitization of the 
experimental animal (rabbit) to the same protein administered intradermally. Re- 
cently these observations have been extended to include reverse sensitization 
(Schwartzman reaction), and this has also been demonstrated capable of reproducing 
the lesions of pancreatitis. Clinical evidence does not yet support this original con- 
cept, although it may be pertinent to recall that eosinophilia is a not uncommon 
finding among patients with chronic pancreatitis according to Comfort and Juniper. 

Bile. Bile was the first agent implicated in the etiology of pancreatitis, and to this 
day its role remains obscure. In 1901, Opie!’ found a small common duct stone im- 
pacted in the terminus of the common bile duct in a young girl who had died with 
acute hemorrhagic pancreatitis. It was his impression that the effect of a stone in 
this location was to convert the common bile duct and pancreatic duct into a common 
channel, and he postulated that the pancreatitis that ensued was the result of reflux 
of bile into the pancreatic ductal system. Eighteen years later Archibald observed 
that more cases of pancreatitis were being seen than could be explained by the com- 
mon duct stone theory of Opie, and he suggested that an increased resistance of the 
sphincter of Oddi was sufficient to result in reflux of bile into the ductal system of the 
pancreas in the absence of stone. His convictions were strong enough for him to 
urge therapeutic sphincterotomy for this condition. 

Time and logic have combined to increase the attractiveness of this explanation of 
the etiology of pancreatitis, and the large clinical experience of Doubilet and Mul- 
holland with sphincterotomy lends credence to the thesis of Archibald. Partington 
and, more recently, Cattell have drawn further attention to the sphincter of Oddi as 
the site of specific fibrotic lesions sufficient to explain both biliary and pancreatic 
disorders. Additional support for this viewpoint is presented by Bowers, who has 
reported excellent clinical results in recurrent acute pancreatitis by complete di- 
version of bile from the duodenum by reimplantation of the common duct into a de- 
functionalized limb of jejunum. 

At the same time, evidence has also accumulated that urges caution in the final 
acceptance of the bile reflux theory. In 1921, Judd expressed doubt that the common 
channel could be operative with sufficient frequency to account for the incidence of 
pancreatitis. He received support from the work of Popper, Milbourne, and others. 
The dissections of Mann and Giordano, in 1923, indicated that the sphincter of Oddi 
enveloped the pancreatic duct. It was their conclusion that contraction of the sphinc- 
ter of Oddi not only did not result in a common channel but actually prevented bile 
reflux into the pancreatic duct. Rich and Duff further demonstrated that reflux of 
material into the pancreatic duct was insufficient to result in pancreatitis except 
when injection pressure was of a magnitude sufficient to rupture the ductules them- 
selves. Indeed Colp, Copher, and Menguy have studied differential pressures in both 
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the pancreatic and biliary systems, and have concluded that pancreatic duct pressure 
exceeds biliary pressure under most physiological circumstances, and that pressures 
sufficient to rupture the pancreatic duct system are not generally possible. Recently 
Hicken has observed that it is more common to find pancreatic juice in the gall blad- 
der than it is to find bile in the pancreatic duct. Meanwhile, experimental attempts 
to induce pancreatic inflammation by diversion of all bile through the pancreatic 
duct system has met with failure in both the goat'' and the dog.'? Rousselot has 
even questioned the validity of the clinical benefit derived from diversion of bile in 
humans by choledochojejunostomy. 

Virtually all these objections to the bile reflux theory of the etiology of pancreatitis 
appear to be well founded, except that they all tend to depend for their validity on 
the existing pressure differentials in the two systems. Of great interest, in this regard, 
is the recent work of Elliott, who has demonstrated that incubation of bile salts with 
trypsin yields a substance capable of inducing pancreatitis without relation to in- 
jection pressure into the pancreatic duct system. It is to be hoped that additional 
experimental work of this type will more accurately define the role of bile in the 
etiology of pancreatitis. Indeed as other factors become defined it is likely that they 
will be implicated in diseases of both the biliary tree and pancreas.'* 

Pancreatic Duct Obstruction. The pathological changes in the chronically inflamed 
pancreas have suggested to many that pancreatic duct obstruction per se may be of 
greater significance in the etiology of pancreatitis than obstruction at the sphincter 
of Oddi with biliary reflux. Preisel made this observation in 1922 and called atten- 
tion to the frequency with which squamous metaplasia was seen at various sites in 
the pancreatic duct system. Seven years later, Balo made similar observations, differ- 
ing only in that he implicated the basal epithelium in the metaplastic process. Rich 
and Duff found focal squamous metaplasia, with manifestations of intrapancreatic 
ductal obstruction, in 23 of their 24 cases of chronic pancreatitis. Leger later demon- 
strated partial occlusion of the major pancreatic duct above the level of the sphincter 
in 50 per cent of his case material, and the dissections of Edmundson have been most 
persuasive in explaining the intraductal location of pancreatic calculi. 

Physiologically, pancreatic duct obstruction appears to be of significance in the 
great majority of all known methods of production of pancreatitis, since the major 
duct is so frequently ligated in the course of the experimental work. Ligation of the 
duct alone, however, does not result in acute pancreatitis in the experimental animal 
but rather results only in pancreatic edema. When combined with other factors, 
duct ligation may yield a lethal form of pancreatitis. Popper successfully stimulated 
the pancreas in the presence of obstruction, and Lium and Maddock produced pan- 
creatitis with duct obstruction plus mecholyl. Menguy'* used the stimulus of oral 
feeding and Popper deranged the blood supply to the pancreas, both in combination 
with duct obstruction. All their efforts were singularly successful in provoking 
pancreatitis beyond the edematous stage. Recently Anlyan succeeded in duplicating 
the gross and microscopic, as well as the physiologic, changes of chronic fibrotic 
pancreatitis by inducing diffuse partial pancreatic duct obstruction by means of in- 
traductal injections of viny] plastic. 

The importance of pancreatic duct obstruction in clinical material has been over- 
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whelming.'® Morphine poisoning, with its attendant obstruction of the duodenal 
intramural portion of the pancreatic duct, has been implicated.'* Surgical therapy 
directed at decompression of an obstructed pancreatic duct appears to be gaining 
favor.'? 

Alcohol. Since the first reference to ‘‘drunkard’s pancreas’ in 1878,'* numerous 
studies have implicated the ingestion of alcohol as a factor of major importance in 
the etiology of pancreatitis. Certain of these studies are sufficiently critical in 
nature as to leave no doubt about the fact of the relationship, '* although the specific 
nature of the relationship has not been elucidated. Probstein has suggested that 
alcoholic pancreatitis is a specific toxic disease. Doubilet has postulated that 
sphincter spasm, secondary to increased hydrochloric acid output in response to 
alcohol, is a major factor, whereas Boba has implicated the combination of bile, 
alcohol, and hydrochloric acid in the duodenum, with superimposed vomiting. 
Dreiling has studied the effect of alcohol on pancreatic secretion, given intravenously 
to humans, with and without secretin, and has concluded that it neither stimulates 
nor depresses pancreatic activity. Brooks and Thomas instilled alcohol into the 
duodenum of a dog after creating an external pancreatic fistula and noted no direct 
stimulating action of alcohol on the pancreas. Menguy repeated the work of Brooks 
and Thomas but avoided the artifact of an external pancreatic fistula. Instead, he 
studied the pressure in the pancreatic duct system. He noted a marked rise, and 
persistent elevation, of the pancreatic duct pressure in response to the instillation of 
alcohol into the duodenum, thus confirming the earlier work of Doubilet that the 
impact of alcohol on the pancreas was more likely to be indirect, by its action on 
either the sphincter or duodenal wall, precluding adequate drainage from the pan- 
creatic ductal system. 

Clinically, many observations have been made of the relationship between al- 
coholism and the level of serum amylase.*’ Of the utmost significance is the recent 
recognition that pancreatitis associated with alcoholism apparently behaves differ- 
ently from that which is not, and that it probably represents a distinct and separate 
disease entity. This is especially true with regard to prognosis. It is reported that 
at least 70 per cent of patients with pancreatitis may be relieved of their disease if 
it is unassociated with alcoholism, whereas Thompson et al have noted that, when 
alcoholism is present, a 72 per cent relapse rate of pancreatitis may be anticipated. 
It is also of interest that Owens has recently reported that patients with chronic 
pancreatitis complicated by the presence of calculi are almost exclusively chronic 
alcoholics. 

Metabolic-Nutritional Causes. It is difficult to ignore the observations of Davies 
and others that pancreatic fibrosis is a predictable accompaniment to the hepatic 
lesions of kwashiorkor as well as to other protein deficiency states seen in South 
Africa and India. Indeed, the relationship between pancreatic fibrosis and cirrhosis 
of the liver has often been emphasized.*! Grossman has recorded deficits in pan- 
creatic enzyme secretion in dietary deficiencies, and Sullivan has recorded deficient 
levels of serum albumin and amylase among patients with varying protein deficiency 
states. Lindsay et al have succeeded in producing a form of pancreatitis by feeding 
a high-fat low-protein diet to experimental animals. Of particular interest is their 


OBSTETRICS AND GYNECOLOGY april-june 1959 * $l 


‘ 
‘ 
ie 


demonstration that the hepatic changes, mostly fatty infiltration, preceded the in- 
flammatory changes in the pancreas. It has since been confirmed that needle biopsy 
of the liver during a clinical attack of pancreatitis in the human frequently demon- 
strates the finding of fatty infiltration. 

Protein deficiency is reputedly the explanation of the occasional association of 
chronic pancreatitis and chronic ulcerative colitis. Whether this phenomenon is 
related to a general protein deficiency state or to a specific amino acid deficiency is 
unknown. It is important to recall that interference with protein metabolism by 
the administration of d/-ethionine has been reported many times.** Pancreatitis 
regularly results. This has been explained in the past by the known action of di- 
ethionine in blocking the uptake and sythesis of methionine.** This form of pan- 
creatitis may be prevented by pretreatment with methionine. *® 

The pancreatitis of protein deficiency has an especially interesting counterpart in 
the pancreatitis associated with disturbed fat metabolism, notably hyperlipemia. 
This association was first emphasized in 1949 when Kennedy described the chronic 
pancreatitis seen in the hyperlipemic child. Three years later, Klatskin not only 
redefined this relationship but observed that the hyperlipemia preceded the pan- 
creatitis. No data are available to explain this phenomenon, but it has been postu- 
lated that the pancreatitis is related to fat emboli in the pancreatic arterioles in 
hyperlipemic states. 

Heredity. In 1952 Comfort and Steinberg recorded in considerable detail the co- 
existence of chronic pancreatitis in 4 members of a family, with 2 other members 
possibly involved. The familial nature of this disorder had not received significant 
attention before this report. Comfort then investigated this tendency further and 
in 1956 reported two additional families, one of which harbored 3 definite cases and 
possibly 5; the second accounted for 7 cases, with as many as 7 additional members of 
the same family unproved but suspicious. It was Comfort’s conclusion that such 
occurrences are explained by a Mendelian autosomal dominant gene. The disease 
tended to appear relatively early in life, involved women more frequently than men, 
and was unrelated to alcoholism. None of these patients had evidence of hyper- 
lipemia. 

It is hoped that further observations of familial pancreatitis will be reported in 
order to define more accurately the role of familial tendencies in the disease, with 
special emphasis on family dietary habits and congenital structural abnormalities 
within the pancreas if they can be observed. 

Hyperparathyroidism. The recent reports of Plough, Cope, and Hoar have drawn 
attention to a possible relationship of pancreatitis and hyperparathyroidism. In 
many instances pancreatic calculi were involved, presumably in a manner similar 
to the nephrolithiasis so commonly associated with overproduction of parathyroid 
hormone. It has been suggested that the association may be of sufficient frequency to 
justify a search for hyperparathyroidism among patients with pancreatic calcification, 
especially among nonalcoholic patients. It is also worthy of note that isolated 
measurement of the levels of serum phosphorus and calcium may fail to uncover the 
presence of hyperparathyroidism, and that resorting to somewhat more refined 
laboratory tests, such as the tubular reabsorption of phosphate, may be necessary. 


82 « april-june 1959 QUARTERLY REVIEW OF SURGERY 


. 
> 


There is at least some evidence to suggest that a specific syndrome of pancreatitis, 
hyperparathyroidism, and peptic ulcer may exist,*® and it is hoped that further 
observations will be forthcoming in this area. 


PATHOLOGY AND PATHOLOGIC PHYSIOLOGY 


Irrespective of the etiology, it is generally accepted that the initial attack, (or 
attacks) of pancreatitis is accompanied by chemical digestion of pancreatic tissue 
by the dislocation of proteolytic and lipolytic pancreatic enzymes into the pancreatic 
parenchyma. Recently Reid has stated that “‘ there is no naturally occurring enzyme 
that can attack and digest a normal, healthy cell,’’ and he has postulated that the 
cell destruction of pancreatitis takes place from the inside out. He has also studied 
the specific metabolic activity of pancreatic slices, concluding that pancreatic cells 
are peculiarly vulnerable to autodestruction under normal circumstances, and has 
demonstrated the value of propylthiouracil in ameliorating experimentally produced 
pancreatitis, apparently because of its antimetabolic action. 

As a consequence of autodigestion, irrespective of the mechanism, edema and 
vascular engorgement result. If the gland has not been under active stimulation and 
the local concentration of enzymes is relatively low, the process may proceed no 
furcher and will begin reversing. Under conditions of greater stimulation, the 
pathologic process may proceed to frank hemorrhage, necrosis, and occasionally 
suppuration. Presuming that clinical management is adequate and that the patient 
survives, there is evidence that pancreatic regeneration occurs, often without path- 
ological or clinical sequelae. On the other hand, depending upon the etiology of the 
initial attack and the structural damage incurred by the pancreas, the subsequent 
clinical course may be one of recurrent acute attacks or of chronic pancreatitis. 

The chronic form of pancreatitis is characterized pathologically by a pale, nodular, 
irregularly hard gland, usually shrunken in size, but occasionally exhibiting cystic 
changes and calcification. These gross changes are explained by the microscopic 
evidence of destruction and replacement of acinar tissue by fibrosis. The parenchymal 
fibrosis isolates and chokes off the islets of Langerhans and greatly distorts the shape 
and course of the major pancreatic ducts. This process leads to segmental obstruction 
of the ductal system, manifested by cystic dilatation of the smaller ducts and a 
“chain of lakes’ distortion of the major duct. Calcification may occur in the pa- 
renchyma of the gland or, what is apparently more common, may occur as calculi 
within the ductal system itself. 

The pathologic physiology of this extensive fibrosis is manifested by disturbance 
in both endocrine and exocrine functions. The choked islets of Langerhans, isolated 
from the vascular arcades by the barrier of fibrosis, are ineffectual in the elaboration 
of insulin, and diabetes results. Acinar destruction results in production of an 
inferior grade of external pancreatic juice especially lacking in buffering and alkalin- 
izing capacity because of low concentrations of bicarbonate. The pancreatic duct 
obstruction results in increased intrapancreatic duct pressure and depressed volume 
output of pancreatic juice with subsequent nutritional disturbances. 

The massive fibrosis at the head of the organ, by surrounding the distal portion 
of the common bile duct, leads to partial obstruction of this conduit, at which time 
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the edema of an acute attack of inflammation may convert the obstruction from 
partial to complete.*’ Although generally transient in nature, the resultant jaundice 
may misdirect clinical attention to the biliary tree as the site of the pathology. This 
fact deserves emphasis since 25 per cent or more of patients with chronic pancreatitis 
have a history of jaundice. 

An even less-emphasized consequence of this phenomenon is the late development 
of common duct stricture. When present, the stricture is located in the intrapancreatic 
portion of the common bile duct, approximately 2 cm. proximal to the sphincter of 
Oddi, and is often remarkably narrow in extent. Its presence is a reliable indication 
of the chronicity of the pancreatitis and may explain the occasional association of 
secondary biliary calculi. 


CLINICAL PICTURE 


General. Although pancreatitis, as a pathological curiosity, was recognized almost 
a century ago, emphasis on the clinical picture of the disease did not come until 
much more recently. In 1929, Elman’s observation that measurement of circulating 
plasma amylase could serve as an indication of the existence of pancreatic inflam- 
mation made it possible to confirm the diagnosis of pancreatitis with reasonable 
accuracy. Since then, an enormous literature has accumulated on the various aspects 
of pancreatic inflammation, much of which is contradictory. This is especially true 
with respect to the theories of etiology of the disease and to the results of the various 
forms of treatment recommended. In spite of the many contradictions, accumulated 
experience suggests that certain reasonable conclusions are justified even in the 
absence of an accurate and definitive classification of the disease process and with- 
out the ultimate knowledge of the etiology of pancreatitis. 

Clinically, it is apparent that pancreatitis may be divided into three general group- 
ings: acute, recurring acute, and chronic pancreatitis. Less well accepted is the 
relationship and overlap among the three types, although it is the consensus that 
the recurrent acute form is an extension of the acute process, probably dependent 
upon the nature of the specific etiology of the acute attack. The relationship be- 
tween the recurring acute and the chronic type of inflammation is less clear. Actu- 
ally, there is considerable evidence to suggest that the chronic disease is a separate 
and distinct entity. 

The clinical manifestations of chronic pancreatitis are related almost entirely to 
the pathologic destruction of the gland by fibrosis, and the history is long, usually 
at least three to five years. The manifestations may readily be divided into exocrine, 
endocrine, mechanical, and emotional. 

Exocrine Manifestations. nitial disturbance of acinar function may be reflected in 
elevation of plasma amylase, although it is well to recall that such elevations may 
not be specific for pancreatic inflammation. Perforated duodenal ulcer, postoperative 
states, uremia, and so on, are among the conditions in which elevation of plasma 
amylase has been reported.** Morphine administration may have the same effect.'* 
Eosinophilia has been noted with sufficient frequency to warrant mention, and the 
depression of serum calcium during the acute stage is not only a relatively constant 
finding but may be of great prognostic value. ** 
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Destruction of pancreatic acini results in deficiency of external pancreatic secretion 
in both volume and constituents. First to be affected is the concentration of bi- 
carbonate, the normal concentration of which is approximately 90 mEq./liter. As 
bicarbonate falls, buffering capacity is diminished and duodenal ulceration may 
occur. The presence of blood in the stool may be demonstrated chemically at this 
stage. Gastric chyme entering the duodenum under these circumstances is im- 
properly saponified, and is therefore not prepared for proper utilization by bile and 
succus entericus and consequently improperly digested and assimilated. Further 
acinar destruction reduces enzyme concentrations, thus compounding the digestive 
error. The clinical manifestations are those of weight loss (frequently of striking 
degree, and often in spite of little interference with appetite), abnormal concen- 
trations of undigested fat and protein in the stools, and occasionally steatorrhea. 
Diagnostic tools, such as the secretin test, fat and protein absorption studies with 
radioactive triolein, glycerol and albumin, starch tolerance test, and quantitative 
measures of fecal fat content on a measured intake, are helpful in defining the degree 
of pancreatic exocrine deficiency. A late sequel to the exocrine wasting is the ap- 
pearance of pulmonary tuberculosis in many of these patients. 

Endocrine Manifestations. With progressive pancreatic fibrosis, the destruction or 
isolation of the islets of Langerhans results in impairment in glucose tolerance. In 
many instances diabetes is latent rather than obvious and should always be demon- 
strated by glucose tolerance test prior to instituting treatment. 


Mechanical Manifestations. Mechanical obstruction of the intrapancreatic portion 
of the common bile duct may lead to the presence of intermittent jaundice and to 
the development of calculi in the biliary tree. In part, this may explain the close 


relationship between concomitant disease of the biliary tree and the pancreas, espe- 
cially in those instances in which therapy directed at the biliary tree has no influence 
on the clinical course of the pancreatitis. 

The mechanical, and often segmental, obstruction of the pancreatic ductal system 
leads to the most pronounced symptom of chronic pancreatitis: pain. This pain is 
characteristic in being constant rather than colicky. It is apparently related to the 
pressures achieved within the obstructed ductal system, since it is so frequently re- 
lated to secretory stimuli. The pain can be reproduced experimentally by elevating 
the pancreatic duct pressure as well as relieved clinically by proper and complete 
decompression of the ductal system. The location and distribution of the pain are 
typical of retroperitoneal splanchnic nerve distribution. True chronic pancreatitis 
is further distinguished, especially from recurring acute pancreatitis, in that the 
patient is literally never free of discomfort, even between clinical exacerbations. 

Mechanical blockage of the ductal system also permits formation of intrapan- 
creatic calculi, which, in turn, contribute to the segmental obstructions so common 
in the late stages of the disease, and which further prevent adequate volume output 
of pancreatic juice into the duodenum. 

Psychic Manifestations. Not until recently has the psychic response to pancreopathy 
received the emphasis it appears to deserve. Alcoholism and drug addiction (notably 
to meperidine hydrochloride) have frequently been noted. Such associations are 
usually dismissed as indicative of an attempt to ‘‘escape’’ the severe pain of the 
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disease. Indeed, relief of the pain makes withdrawal of narcotics, in these patients, 
more simple than among those addicted as an expression of primary psychiatric 
illness. On the other hand, it is generally accepted that patients with chronic pan- 
creatitis may present with marked psychic disturbances, especially antisocial and 
criminal tendencies. This has received some attention, notably from Lawton and 
Phillips and Atkinson, but is deserving of much greater attention in the future. 


TREATMENT 


Nonoperative. The destructive organic changes that occur in the chronically in- 
flamed pancreas are so great that nonoperative treatment has become at best pal- 
liative rather than definitive. It is directed at terminating the acute exacerbation, 
if present, attempting to prevent repeated exacerbations, and offering substitutive 
therapy for the pancreatic deficiencies, both exocrine and endocrine, that are char- 
acteristic of the disease. 

The acute exacerbation is best terminated by placing both the patient and the 
pancreas at rest. This requires bed rest, diversion of gastric hydrochloric acid, pre- 
vention of ileus, restoration of circulating blood volume, correction of fluid and 
electrolyte losses, especially calcium, correction of disturbed glucose metabolism 
with insulin, and relief of pain. Since narcotics are contraindicated, relief of pain 
is generally achieved by other means. Diversion of acid gastric juice and pancreatic 
depression with parasympathetic blocking agents are the first steps in the control 
of pain. However, celiac axis block, paravertebral nerve injections, or systemic 
sympathetic blockade may be necessary. 

Prevention of relapse is generally not possible because of the extent of the under- 
lying pathologic process. On the other hand, relapse can be postponed, and in 
some cases ameliorated, by instituting good dietary habits, notably by encouraging 
a diet high in carbohydrate and protein, avoiding highly seasoned and greasy foods, 
and the complete interdiction of alcoholic beverages. 

It is also important that additive or substitutive therapy be instigated in most 
instances. Pancreatin, preferably in enteric-coated preparations, should be given in 
moderate to large doses, and the need for insulin should be very carefully assessed 
before it is dismissed as unnecessary. 

No course of nonoperative management is complete until the presence or absence 
of disorders known to provoke pancreatitis is established. Although this might 
include several less common possibilities, such as hyperparathyroidism or ulcerative 
colitis, strenuous effort is indicated to establish whether calculous disease of the 
biliary tree, hepatic cirrhosis, carcinoma of the pancreas, or chronic alcoholism is 
present. 


Operative. Sooner or later surgical treatment is necessary in virtually all patients 
with symptomatic chronic pancreatitis. Indeed, many patients will require more 
than one attempt at surgical control, a fact almost certainly related to the inade- 
quacy of knowledge of the true nature and cause of the disease. 

Surgical therapy has been the subject of several excellent reviews.*’: *' It is im- 
possible to review surgical experience, however, without recognizing many areas 
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of confusion and apparent contradiction. To a certain extent this can be explained, 
and partially dispelled, by recognizing that surgical procedures for chronic pan- 
creatitis may be conveniently divided into two groups: operations directed at the 
presumed cause of the disease, and operations designed to treat the effects of the 
disease. Since the cause of pancreatitis cannot be established in many instances, and 
since the physiological penalties of operations directed at the effects of the disease 
may be very severe, it becomes clear that the anticipated results will necessarily leave 
a great deal to be desired. 

It is now widely accepted that the first step in surgical therapy of pancreatitis is 
the elimination of disease of the biliary tree, when and if it is present.** Bartlett 
has cited 50 cases of pancreatitis associated with disease of the biliary tree with 
excellent results in 49, and Block reports 59 excellent results among 60 cases with 
disease of both biliary tree and pancreas. On the other hand, it is evident that 
chronic pancreatitis is so often seen without concomitant disease of the biliary tree 
that therapy directed at the gall bladder or common duct, in these cases, will yield 
disappointing results. Howard has emphasized that chronic pancreatitis among 
alcoholics, for example, is seldom associated with biliary tract pathology. In other 
words, chronic pancreatitis becomes a major therapeutic problem when it is unasso- 
ciated with biliary disease, or when it persists in spite of treatment of the biliary tree. 

Operations DirecreD AT THE PresuMED Cause or THE Disease. The most popular 
concepts of the etiology of pancreatitis depend upon the existence of a common 
anatomic pathway, into the duodenum, for bile and pancreatic juice. It is inevitable, 
therefore, that many therapeutic efforts are directed at modifying the possible effects 
of such a channel. Cattell has urged prolonged drainage of the common bile duct 
with a long-armed T tube. Priestley has also encouraged a trial at prolonged common 
duct drainage, and reports on 13 patients who have shown excellent response to this 
treatment in the absence of biliary tract disease. Since this approach has the obvious 
disadvantages associated with external fistulization of any viscus, Partington, Poth, 
Bowers, and others have recommended creation of a permanent internal biliary 
fistula, either by side-to-side choledochoduodenostomy or, preferably, by choledocho- 
jejunostomy to a Roux Y limb of jejunum. The recent summary of choledocho- 
jejunostomy by Bowers is enormously encouraging, although the report of Rousselot 
suggests that good results from operations of this sort are more likely to be observed 
if one reserves them for cases of recurring acute pancreatitis, rather than for the classic 
chronic disease. 

Equally intriguing is the suggestion of Archibald that the common channel effect 
is possible only because of the resistance of the sphincter of Oddi, and that its thera- 
peutic division might preclude abnormal mixing of biliary and pancreatic secretions 
with reflux of activated trypsin into the pancreatic ductal system. Doubilet and 
Mulholland put this suggestion into clinical use 10 years ago and reported encourag- 
ing results. Their many subsequent reports lend credence to the common channel 
theory of etiology of pancreatitis, and their recent review offers strong evidence that 
good results have been achieved. Such experience has not been universal, however, ** 
and the recent admission by Doubilet** that he has resorted to a “‘ split pancreatico- 
jejunostomy"’ in cases of far-advanced chronic pancreatitis suggests, once again, 
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that procedures directed at the biliary tree and common channel should be reserved 
for the acute and recurrent acute forms of pancreatitis. 

For a while it was thought that overstimulation of the pancreas, when resulting in 
clinical pancreatitis, might be eliminated by interruption of the hydrochloric acid- 
secretin cycle of pancreatic stimulation. Richman and Colp advocated diversion 
of hydrochloric acid from the duodenum by gastric resection, with or without 
vagotomy. More recent data indicate that the primary objective, even if achieved, 
does not control the pancreatic inflammation. *® 

Operations Direcrep AT THE Errects or Pancreatitis. Almost all operations in 
this category impose a considerable penalty, because of either their magnitude or 
their side effects. 

Relief of pain by ablative operations on the autonomic nervous system has been 
reported by numerous investigators with mixed enthusiasm. Mallet-Guy advocated 
unilateral splanchnicectomy in 1947 and reported encouraging results. Both Grim- 
son and Rienhoff extended the observations to include both abdominal and trans- 
thoracic ganglionectomy, as well as vagotomy. Meanwhile, Ray more clearly 
defined the anatomic role of the sympathetic chain, with respect to the pancreas, 
and stated that the minimal procedure necessary to interrupt visceral afferent fibers 
from the gland must include bilateral sympathectomy from T 11 through L 1 plus 
the distal 8 cm. of the greater splanchnic nerves. Ray also concluded that the vagus 
plays no role in afferent sensation from the pancreas. This is at variance with the 
earlier reports of others, notably de Takats, although in a more recent summary de 
Takats** concludes that the bilateral operation is necessary. At the same time, 
longer follow-ups have indicated that the relief of pain from sympathectomy often 
proves to be temporary. While awaiting additional data on sympathetic nerve 
surgery, it can at least be stated that there is no longer sufficient evidence to justify 
the employment of vagotomy in these cases. 

Pancreatic resections of various extent have long enjoyed a reputation of reli- 
ability in dealing with chronic pancreatitis. Mallet-Guy advocated distal pan- 
createctomy in 1935 and reported on his first 34 cases in 1943. Since then, others 
have reported their attempts to select patients in whom resection of the distal half 
of the pancreas might suffice to control further attacks of the disease, generally with 
guarded enthusiasm. Whipple suggested that total pancreatectomy might be used 
in certain intensively selected cases, and was later joined by Rhoads, Cattell, Mc- 
Laughlin, Waugh, and, more recently, Longmire. These contributions have demon- 
strated that, although the operative morbidity and physiologic penalties of such a 
procedure may be great, they can be encompassed,*’ and that the operation deserves 
serious consideration in some instances. 

The belief that the disease of an organ justifies its total removal, however, espe- 
cially at a considerable price, will always have its detractors. Therefore, more 
conservative approaches are still being sought. Sphincterotomy, although initially 
thought to offer promise, has not proved to be entirely adequate in the chronic form 
of pancreatitis. Internal drainage of pseudocysts, when present in chronic pan- 
creatitis, may suffice to decompress a pancreatic duct that is obstructed by stricture, 
calculi, and so on, and is often rewarded by clinical success. The ingenious sug- 
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gestion of Martin and Canseco that chronic pancreatitis might be controlled by 
inducing pancreatic atrophy by ligating the pancreatic ducts has not proved satis- 
factory,** probably because it is more theoretical than practical in terms of ensuring 
complete surgical interruption of continuity between the pancreatic ductal system 
and the duodenum in the diseased human pancreas. 

Recently, emphasis has shifted to the pancreatic duct system itself, especially since 
it has been the feeling of some investigators that primary duct obstruction is the 
basic entity requiring attention. Although this is not a popular viewpoint, there 
is general agreement that duct obstruction ultimately becomes an important feature 
during the course of the chronic disease, and reports arc now appearing that indicate 
that relief of the obstruction, either directly or indirectly by proximal decompression, 
may result in remarkable clinical amelioration of the pancreatitis. In certain in- 
stances, removal of obstructing pancreatic calculi alone has apparently sufficed to 
change the clinical course of the disease,** although calculi are usually considered to 
be the result of obstruction and stasis rather than their cause. 

Of particular interest are the encouraging reports of operations that have as their 
objective decompression of the obstructed pancreatic duct. This objective may be 
accomplished in several different ways, each of which has certain advantages and 
disadvantages that merit consideration in selecting the most suitable in any given 
instance. 

Cattell has long made the point that pancreatic duct decompression into the 
jejunum is both feasible and desirable in certain circumstances, notably inoperable 
carcinoma of the head of the pancreas. The relief of pain so often achieved by this 
simple maneuver testifies to its efficacy. Cattell accomplishes the decompression by 
dislocating the pancreatic duct from the neck or body of the pancreas, and creating a 
side-to-side internal fistula between it and a loop of jejunum. In chronic pancreatitis, 
on the other hand, he believes that, when obstruction to the pancreatic duct becomes 
a prominent feature of the disease, the obstruction should be dealt with directly, 
that is, by decompression of the ductal system through dilatation of the strictured 
pancreatic duct in the head end of the pancreas. This is done by the transduodenal 
route and requires severance of the sphincter of Oddi. If dilatation of the strictured 
duct results in permanent relief of the obstructive symptoms, there can be little 
reservation as to the correctness of this approach. However, it is argued that if 
relief is obtained by this route it is impermanent, and, further, that the risks of 
duodenotomy and transpapillary exploration of the pancreatic duct are too great for 
the surgeon who is not experienced in this technique. 

Wangensteen suggested that proximal decompression of the obstructed pancreatic 
duct may be more certainly accomplished by dislocation of the duct from the head 
of the pancreas, followed by direct anastomosis of the duct to either the duodenum 
or jejunum. The merits of this suggestion are at once evident, although it should 
be recalled that the extent of the inflammatory and adhesive pathology in the region 
of the head of the pancreas makes such an approach potentially formidable to all but 
the most courageous surgeons. 

A different method of achieving duct decompression was reported by Link in 1911 
when he dislocated the tail of the pancreas to the skin, thus creating a permanent 
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cutaneous pancreatic fistula. The relative absence of difficulty experienced by Link's 
patient during a long period of follow-up is noteworthy.“ 

Because of the undesirability of leaving such a patient with a permanent cutaneous 
pancreatic fistula, DuVal and Zollinger sought to modify the operation of Link by 
resecting a portion of the tail of the pancreas and effecting a permanent internal 
fistula between the remaining pancreas and the jejunum. This procedure has come 
to be referred to as “‘distal’’ or ‘‘caudal’’ pancreaticojejunostomy, whether done to 
a Roux Y jejunal limb, as suggested by DuVal, or to a jejunal loop, after the method 
of Zollinger. Its advantages are that it permits the surgeon access to the pancreas 
through a previously unoperated field, and that it is both simpler and safer than are the 
approaches to the head end of the gland. Follow-up reports'’ indicate that a high 
proportion of patients with the chronic form of pancreatitis may respond very 
satisfactorily to the operation, although Longmire and Jordan have called attention 
to its failures as well. There can be little doubt that the operation as described has 
at least two defects: it requires sacrifice of a portion of the pancreas (that portion 
containing islets of Langerhans in the greatest concentration), and it may be in- 
effectual in cases in which multiple segmental obstructions of the pancreatic ductal 
system exist. Doubilet** has encompassed the first objection by advocating “split” 
pancreaticojejunostomy, a procedure in which the pancreas is transected distally 
and anastomoses are accomplished between both remaining pancreatic segments and 
a Roux Y limb of jejunum. Puestow has extended the procedure even further by 
advocating complete longitudinal pancreaticojejunostomy, in which the entire 
length of the pancreatic duct is ‘‘filleted’’ and anastomosed side-to-side to the je- 
junum. This suggestion is still of too recent origin to permit adequate evaluation, 
although its theoretical merits suggest that it may well represent an available step 
between simple decompression, on the one hand, and the final step of total resection 
of the pancreas. 


SUMMARY 


In summary, the nonoperative management of chronic pancreatitis is limited to 
amelioration of symptoms, substitutive medications for the pancreatic exocrine and 
endocrine deficiencies, and enforcement of a good dietary regimen including the 
interdiction of alcoholic beverages. 

The surgical treatment of acute and recurrent acute pancreatitis is almost ex- 
clusively limited to procedures aimed at establishing clean and independent drainage 
of bile and pancreatic juice. Such procedures may include cholecystectomy when 
indicated for cholecystitis, common duct exploration, and prolonged external cho- 
ledochostomy, sphincterotomy, or biliary diversion by choledochojejunostomy. 

The surgical management of patients with chronic pancreatitis should usually 
follow a stepwise course of action starting with the elimination of disease of the 
biliary tract if and when it is present, decompression of the obstructed pancreatic 
duct either by the transduodenal-transpapillary route or proximally by caudal or 
“split’’ pancreaticojejunostomy, followed by longitudinal pancreaticojejunostomy 
in the event of failure. Finally, bilateral splanchnicectomy or resection of the 
pancreas is indicated if more conservative procedures have failed. 
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New Editors Appointed 


The Quarterly Review of Surgery, Obstetrics and Gynecology takes pleasure in announcing 
the appointment of four new members to the Edito. ial Board of the surgery section of the 


Quarterly. Each new member is exceptionally qualified to make succinct and pertinent 
comments on current literature. The new members are: 


ALEXANDER W. BLAIN, 111, M.D., M.S., F.A.C.S., 
Surgeon-in-Chief, Alexander Blain Hospital and Clinic, Detroit; 
Instructor, University of Michigan 


Epwin H. Extison, M.S., M.D., F.A.CS., 
Professor and Chairman of the Department of Surgery, 
Marquette University 


H. Mason Morrit, M.D., F.A.C.S., 
Associate Clinical Professor of Surgery, University of Colorado; 
Director, Bonfils Tumor Clinic, University of Colorado 


ArtTHUR A. Warp, Jr., M.D. 
Professor and Head, Division of Neurosurgery, 
University of Washington 


In making these appointments, the editors have continued their policy of ensuring that 
the Editorial Board represents a wide geographic distribution. 
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surgery abstracts 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


39. Plasma Transfusion Without Transmission of Serum Hepatitis. PAUL 1. 
HOX WORTH AND W. E. HAESLER, JR., Cincinnati, Ohio. J. A. M. A. 166:1291- 
1293, March 15, 1958. 


In a clinical trial which exposed 282 patients to the plasma of 4892 donors, the 
storage of liquid plasma at room temperature for six or more months eliminated 
activity of the virus of hepatitis. This plasma is now being given to patients 
without concern for the transmission of serum hepatitis. The method is simple 
and adaptable to existing blood bank facilities, and it permits the pooling of plasma 
to avoid blood group (ABO) considerations. In its use, ordinary safeguards 
should be employed to ensure the other requirements for suitability of plasma. 
6 references. 1 table.—-Author’s abstract. 


THORACIC SURGERY 


10. Jejunal Inlerposilion Operalion—Analysis of Thirty-Three Clinical Cases. 
GEORGE I. THOMAS AND K. ALVIN MERENDINO, Seattle, Wash. J.A.M.A. 168: 
1759-1766, Nov. 29, 1958. 


Thirty-three patients operated on for a variety of histologically benign lesions of 
the esophagus and cardioesophageal sphincter (esophagitis, cardiospasm, lye stric- 
ture, esophageal varices) form the basis of a critical postoperative analysis of a 
relatively new procedure termed “the jejunal interposition operation.” This 
operation, previously developed and tested in the experimental animal, provides 
a physiologic competent sphincter wherein postoperative reflux peptic esophagitis 
is prevented. During a follow-up period ranging from two and one-half months to 
more than five years, there was no recurrence of the basic disease process, and no 
clinical or histologic evidence of esophagitis in entire follow-up group (97 per cent 
of the operative series). Swallowing was subjectively normal ii 72 per cent of the 
patients, with mild delay of deglutition in the remainder of the patients. The 
dumping syndrome, mild and transient, occurred early in 52 per cent of patients, 
resolving itself to an incidence of 13.3 per cent after six months. A gain of weight, 
ranging from 10 to 43 per cent more than the preoperative weight, occurred in 70 
per cent of patients operated on. There was no metabolic alteration in any of the 
patients as a result of interposing a segment of upper jejunum between esophagus 
and stomach, combined with vagotomy and Finney pyloroplasty. The concept 
and operation developed by the senior author is a sound physiologic procedure 
performed with low mortality and followed by improvement in 96 per cent of 
patients operated on. 7 references. 4 figures. 3 tables.—-Author’s abstract. 
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Hl. = Treatment of Short Esophagus with Stricture by Esophagogastrectom and Antraly 
Excision. H. ELLIS, JR., H. A. ANDERSEN, AND T. CLAGETT, Rochester, 
Minn. Ann. Surg. 148:526-536, Oct., 1958. 


The term “short esophagus” is used to describe a condition in which the esoph- 


agogastric junction lies above the diaphragm and cannot be restored to its normal 


position below the diaphragm. Rarely is such a condition congenital. The vast 
majority of instances follow a sliding esophageal hiatal hernia of long duration. 
Any operative procedure that destroys or by-passes the esophagogastric junction 
may also lead to esophagitis and subsequent shortening and stricture. Operation 
is frequently necessary because of the failure of medical measures. Because of 
relatively unsatisfactory results with conventional procedures, a new operative 
procedure has been employed in 27 patients. The operation consists of esophago- 
gastrectomy and antral excision. The cardia and lower portion of the esophagus 
are resected, both vagi are divided, and the lower portion of the stomach, including 
the antrum, are resected. Gastrointestinal continuity is reestablished by esoph- 
agogastrostomy and gastroduodenostomy. There remains a satisfactory gastric 
reservoir. Physiologically normal continuity is maintained. In addition, bilateral 
vagotomy eliminates the cephalic phase of gastric secretion and resection of the 
antrum eliminates the gastric phase. Gastric acidity is thereby greatly reduced. 
The operation has been undertaken in most cases because of dysphagia. One 
patient died in the hospital following operation. Two were operated on too re- 
cently for evaluation. The average follow-up period in 24 patients is one year and 
10 months. All but | of the patients have been relieved of their preoperative 
symptoms. Mild symptoms of regurgitation, anorexia, nausea, or diarrhea have 
occurred postoperatively in a few patients. Tests for gastric acidity have been 
negative in all patients tested by a test meal and by the insulin test. Fecal fat 
excretion is elevated but is comparable to that seen after other types of esophago- 
gastrectomy. references. 6 figures. 5 tables. Author's abstract. 


This operation, although ingenious and offering, in this experience, good immediate 
resulls, seems to be loo fraught with technical hazards for general acceplance. M.R. 


12. Problem of the Ruptured Diaphragm. PHILIP BERNATZ, ALFRED F. BURNSIDE, 
JR., AND O. THERON CLAGETT, Rochester, Minn. J.A.M.A. /68:877-881, 
Oct. 18, 1958. 


In 78 of 111 patients treated surgically for ruptured diaphragm, the injury re- 
sulted from automobile accidents. Clinical manifestations have varied from no 
symptoms to life-endangering problems immediately after the injury, but the 
usual patient had gone an average of four and one-half years with chronic gastro- 
intestinal or cardiorespiratory complaints. The diagnosis can usually be accurately 
made when the clinical story is correlated with plain roentgenograms of the thorax. 
Passage of a nasal tube prior to making a roentgenogram of the thorax is a simple 
and valuable technique for demonstrating an intrathoracic stomach. In the absence 
of gastrointestinal obstruction, the use of contrast media taken by mouth or in an 
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enema will most often indicate the diagnosis. ‘Transthoracic repair of the ruptured 
diaphragm is recommended as early as the patient’s condition permits, although 
temporary conservative management of the defect may be reasonable in con- 
sideration of frequently associated severe injuries. These associated injuries are 
important in the hospital mortality of these patients, but a ruptured diaphragm 
itself need not lead to fatal complications. The mortality rate in this group of LL 
patients was 3.6 per cent. 4 references. 5 figures.—Author’s abstract. 


13. Comparative Resistance of the Esophagus to Acid and Pepsin. Relationship to 
Esophagitis Following High Esophagogastrostomy. RICHARD H. ADLER, PAUL J. 
LI BASSI, AND HENRY ©. STOLL, Buffalo, N. Y. Surgery 44:795-803, Nov., 
1958. 


\ difference in mucosal sensitivity between upper and lower esophagus has been 
suggested as an explanation for the clinical observation that esophagitis is rare 
following extensive esophagectomy with high esophagogastrostomy. Using the 
method described in this study, no significant difference in mucosal sensitivity 
between the upper and lower intrathoracic areas of canine esophagi was observed 
following exposures to hydrochloric acid and pepsin. Of interest was the individual 
difference in the mucosal reactions among dogs exposed to identical solutions of 
physiologic hydrochloric. acid and pepsin. Pertinent observations on 8 patients 
(2 with lye strictures and 6 with esophageal carcinomas) with esophagectomies and 
high intrathoracic esophagectomies are discussed. Pressure manometric studies 
indicate that the high, almost total, intrathoracic stomach is less affected by 
increased abdominal pressure than the stomach only partially above the dia- 
phragm. Nevertheless, with the high intrathoracic stomach, gastroesophageal 
reflux may occur from coughing, gastric distention associated with eating, and 
horizontal positions favoring upward gravitational flow from stomach to esophagus. 
These undesirable effects of high esophagogastrostomy may improve with time as 
the stomach becomes more tubular and empties faster. Esophagitis may appear 
to be uncommon in the carcinoma petients, but this may be misleading because of 
the discouragingly short postoperative survival period. In addition, these patients 
are in an advanced age group, when gastric acidity and proteolytic activity are 
commonly decreased. Obviously factors other than mucosal sensitivity per se 
operate in the production of reflux esophagitis after high and low esophagogas- 
trostomy. 13 references. 3 figures. 1 table.--Author’s abstract. 


ABDOMINAL SURGERY—STOMACH AND DUODENUM 


14. The Influence of Serotonin on Gastric Mucin Production. THOMAS T. WHITE 
AND D. F. MAGEE, Seattle, Wash. Gastroenterology 35:289-291, Sept., 1958. 


A clear increase in mucin secretion was noted in 18 out of 19 experiments on 6 
pyloric pouch dogs given serotonin, 10 to 30 ug./Kg./minute. This effect was 
reduced by atropine and not altered by papaverine. The experiments were re- 
peated using everted pouches, thus eliminating motility as the important factor 
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in the change in rate of mucin secretion. The serotonin-induced pouch motility 
and tonus, as measured by water-filled balloons connected to a recording manom- 
eter, were reduced immediately by either atropine or hexamethonium chloride 
and not affected by papaverine. The rate of mucin secretion was unaffected or 
increased by hexamethonium. After separation of the mucosa from the musculature 
in two pyloric pouches so as to disrupt the subcutaneous nerve plexuses, there was 
still an increase in mucin production reduced by atropine, and unaffected by 
hexamethonium. Thus the increased secretion of mucin from the pylorus is thought 
not to be dependent on increased motility since it is present in the everted pouch 
and not abolished by hexamethonium, which abolishes motility. 5 references. 
2 figures. 3 tables..Author’s abstract. 


The relationship of serotonin to the production of gastric mucin is clearly defined by 
this work. The authors have subsequently noled a definite relationship between serotonin 
and pepsin excretion from the stomach... M.N. 


5. Gastrie Uleer. Survey of the Rhode Island Hospital Cases in the Ten-Year 
Period from 1946 Through 1955. JOHN BR. BERNARDO, CLARENCE H. SODER- 
BERG, AND ANTHONY V. MIGLIACCIO, Providence, R. 1. Surgery 44:804-812, 
Nov., 1958. 


This article is a study of 519 cases of gastric ulcer treated over a 10 year period 
at the Rhode Island Hospital, with emphasis on the differential diagnosis between 
benign and malignant ulcers. Fifty of the gastric ulcers were found to be malig- 
nant, an incidence of 9.6 per cent. The duration of symptoms in the malignant 
ulcer group proved to be somewhat shorter than the benign ulcers; however, there 
was no significant difference in weight loss. Although massive hemorrhage oc- 
curred more frequently in benign ulcer, it was also shown to occur with neoplasm. 
Studies of gastric acidity and gastroscopy showed these to be unreliable tools in 
differential diagnosis. When the radiologist reported a gastric ulcer as benign, 
he was correct 93.8 per cent of the time; however, when the roentgenologic diag- 
nosis was cancer, the accuracy fell to only 23.4 per cent. As the size of the ulcer 
increased, the percentage of cancer increased. The highest incidence of cancer 
was found in ulcers located in the antrum rather than those along the greater 
curvature. An unusually high incidence (6 per cent) of malignant ulcers had an 
associated duodenal ulcer. It was shown again that malignant ulcers can show 
evidence of healing with treatment. 7 references. 12 tables.Author’s abstract. 


46. Surgical Considerations in Gastric Polyps, Gastrie Polyposis, and Giant Hyper- 
lrophic Gastritis in 74 Cases. EVERETT CARLSON AND JOHN GUY WARD, San 
Francisco, Calif. Surg., Gynec. & Obst. 107:727-738, Dec., 1958. 


Of the 74 patients with gastric polyps whose cases were reviewed, 49 had single 
polyps, 22 multiple discrete polyps, and 3 multiple diffuse polyps. Eight of the 
single polyps were malignant, or 16.3 per cent. Two of the 22 multiple discrete 
polyps were malignant, or 9.1 per cent. None of the polyps in the patients with 
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multiple diffuse polyposis were malignant, but an associated carcinoma of the 
stomach was present in 1. In 2 patients with single polyps and also in 2 with mul- 
tiple polyposis, carcinoma of the stomach was present as an associated lesion. 
In cases of single polyps, the lesion should be widely excised with the full thickness 
of the adjacent stomach wall. Frozen sections should be made immediately, and 
if cancer is found a gastric resection of adequate extent should be performed. 
Multiple discrete polyps, if absent in the cardia, may be treated by subtotal re- 
section, leaving a cardiac stump to assure better function. The best result in our 
series was in a patient who had a complete gastrectomy with ileocolic replacement 
(Hunnicutt operation), which was elected because of lesions in the upper stomach. 
Two cases of multiple diffuse polyps, | of which was complicated by a carcinoma 
of the stomach, were also treated by complete gastrectomy with ileocolic replace- 
ment. The results in both have thus far been excellent. One case of multiple 
diffuse polyposis has been merely observed for 20 years and is still in good health. 
Giant hypertrophic gastritis may closely simulate polyposis. Though there is lack 
of unanimity regarding this, the majority opinion appears to be that this is a 
relatively benign condition and warrants conservative management. 17 references. 
9 figures. 2 tables. Author's abstract. 


Should All Gastric Ulcers Be Treated Surgically? ROBERT M. ZOLLINGER, 
ROBERT N. WATMAN, AND FRED DENKEWALTER, Columbus, Ohio. Gastro- 
enterology 35:521-527, Nov., 1958. 


Poor salvage rates with frank gastric cancer and the possibility of cancer in 
every gastric ulcer have perhaps emphasized the importance of the gastric ulcer. 
It has also led to an often aggressive surgical approach. On the other hand, the 
majority (80 per cent) of gastric ulcers are benign. This fact, combined with the 
morbidity associated with extensive gastric resection, has often caused many 
physicians to delay surgical intervention too long. All differential diagnostic 
methods short of actual tissue examination are fraught with significant error; this 
includes response to a therapeutic trial. It is also true that benign gastric ulcers 
often do poorly and recur on medical management. On the other hand, these 
lesions usually respond very well to proper surgical treatment. These facts suggest 
that early surgery for most, if not all, such lesions should be desirable. This would 
be especially true if radical resection with its attendant morbidity could be re- 
served for only the 20 per cent of patients whose lesions are malignant. Frozen 
tissue examination of gastric lesions has been considered untrustworthy for a 
variety of reasons. However, newer techniques of frozen tissue examination seem 
capable of giving reliable results. The following schema is therefore suggested: 
(1) Early surgical intervention in all cases of gastric ulcer in the absence of contra- 
indications or a specific etiological agent (cortisone, butazolidine, etc.) for correc- 
tion. (2) For ulcerative lesions in the lower third, 60 per cent gastric resection 
with excision of the omenta and other tissues usually removed for gastric cancer. 
(3) For ulcerative lesions above the lower third, wedge excision of the ulcer and 
meticulous frozen tissue examination: if malignant, then radical resection: if 
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benign, then vagotomy and antrectomy or antral drainage. 64 references.— 
Author's abstract. 


—INTESTINES 


18. A Study of 268 Patients with Carcinoma of the Midrectum Trealed by Abdomi- 
noperineal Resection with Sphincter Preservation. JOAN M. WAUGH AND JOHN C. 
TURNER, Rochester, Minn. Surg., Gynec. & Obst. 107:777-783, Dec., 1958. 


At the Mayo Clinic from August, 1944, through June, 1957, 268 patients with 
rectal cancer underwent combined abdominoperineal resection with preservation of 
the external anal sphincter. The present status of 95.1 per cent of the 268 patients 
is reported. The average age for the entire group of patients was 57.5 years. 
There were 169 men and 99 women, a ratio of 1.7:1. A study of the location (level) 
of the lesions as determined by proctoscopic examination showed that 81.4 per 
cent of the lesions were located between 5 and 10 cm. above the anal margin. 
Routine pathologic studies showed that regional lymph nodes were involved by 
metastatic carcinoma in 43.2 per cent of the patients. Venous involvement was 
noted in 10.4 per cent, and perineural lymphatic involvement was noted in 4.9 
per cent. The operation was carried out as a palliative procedure because of the 
presence of hepatic metastasis in 10 per cent of the patients. Essentially, two 
methods have been used in the perineal phase of the operation. The first method, 
in which only the external anal sphincter is preserved and the entire anus and 
internal sphincter are extirpated with the segment of rectum, was employed in 201 
patients (75 per cent). The second method (with variations), in which the entire 
anus was preserved and the rectum was severed | or more inches above the levator 
ani muscle, was used in 67 patients (25 per cent) in whom the lesion was | or more 
inches above the levator ani muscle. Nine patients died in the immediate post- 
operative period, giving a hospital mortality of 3.4 per cent. The postoperative 
complications that occurred most frequently were urinary retention (26.5 per cent), 
presacral infection (20.9 per cent), and retraction or slough of the perineally trans- 
planted sigmoid (13.4 per cent). Of the 155 traced patients who had undergone 
operation with hope of cure five years or more before June, 1957, 86 (55.5 per 
cent) survived 5 years. In the group in which the lesion was located 5 to 10 cm. 
above the anal margin, 52.7 per cent survived five or more years after operation; 
in the group without nodal metastasis 72.6 per cent survived five years; in those 
with nodal metastasis 27.6 per cent survived five years. Satisfactory continence 
of feces resulted in 77.7 per cent of cases. 8 references. 4 tables.—Author’s 
abstract. 


A worth-while report by a leader in the field-—H. N. H. 
19. A Method of Identification of Intestinal Bleeding Experimentally Produced in 


Dogs. CLARENCE I. BRITT, RONALD B. KOONS, AND ROBERT N. WATMAN, Co- 
lumbus, Ohio. Surgery 44:844-849, Nov., 1958. 


When the site of massive intestinal hemorrhage cannot be determined by pre- 
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operative investigation or operative intervention, unusual techniques may be of 
help in establishing the origin of bleeding. The experimental method devised in 
this study consisted of the injection of radioactive iodinated human serum albumin 
(RISA) into the mesenteric arterial bed of dogs. A scintillation counter was used 
to detect the isotope at the site of experimentally produced bleeding points in the 
small or large intestine. Twenty-one bleeding points were produced in 6 dogs, and 
10 to 20 microcuries of RISA in 1 to 10 ml. of normal saline were injected into the 
aorta above a Potts clamp applied at the level of the bifurcation. Levels of activity 
were detected by passing the small bowel or colon across the columnated aperture 
of a shielded scintillation counter connected to a precision ratemeter recording the 
results with an Esterline-Angus recorder. Significant positive or negative results 
were obtained in 20 of 21 bleeding points studied, localizing the bleeding point 
within 3 to 6 cm. Utilization of this experimental technique may be of value in 
establishing the site of persistent and active intestinal bleeding of undetermined 
origin in the unusual patient in whom meticulous diagnostic studies have failed to 
disclose a bleeding lesion and when exploratory laparotomy does not determine the 
origin of hemorrhage. 6 references. 4 figures. 1 table.—-Author’s abstract. 


There may be some delay before this experimental lechnique is suitable for applica- 
lion to human beings. The problem, however, is an important one, and only studies 
such as this will solve it.—H. N. H. 


—LIVER AND BILIARY TRACT 


50. A Bacteriologie Study of Human Portal Blood: Implications Regarding Hepatic 
Ischemia in Man. MARSHALL J. ORLOFF, GERALD W. PESKIN, AND HELEN L. 
ELLIS, Denver, Colo. Ann. Surg. 148:738-746, Nov., 1958. 


The proved importance of bacteria in canine hepatic ischemia and the established 
efficacy of antibiotics in preventing death from hepatic arterial deprivation in dogs 
have led to the recommendation that antibiotics be employed in human hepatic 
ischemia and necrosis. It is known that the portal blood and liver of the dog 
normally contain microorganisms, and it has been suggested that in man bacteria 
pass from the intestines to the liver in portal blood. To determine the applicability 
to man of the results of animal experiments, 101 samples of human portal blood, 
obtained during laparotomies from the portal system, were subjected to bacteri- 
ologic analysis by a method that included procedures to detect contaminants. 
Ninety-eight samples proved to be sterile, and three specimens were found to 
contain a mold that was believed to represent a contaminant. For comparison, 
cultures were made of portal blood obtained from 10 dogs. In contrast to the human 
samples, 60 per cent of the dog specimens were found to contain bacteria. These 
findings indicate that blood throughout the portal venous system of man normally 
is free of bacteria. Moreover, when added to previous evidence proving the human 
liver to be sterile, they strongly suggest that the results of animal experiments 
concerning the bacterial factor in hepatic ischemia are not applicable to man, and 
that the employment of antibiotics in human hepatic damage is questionable. 
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Further, these findings may have application to the problem of hemorrhagic 
shock in which a similar species difference may exist regarding the role of bacteria. 
10 references. figure. 5 tables.—-Author’s abstract. 


Previous studies of the bacteriologic content of portal blood have been corroborated by 
these authors and their conclusion thal the use of antibiolies is not indicaled in hepatic 
ischemia in man is justified. However, the common finding of colon bacilli in so many 
patients with cholelithiasis leads one to wonder how these intestinal organisms reach 
the biliary tract unless they do so through the portal blood.-A. O. Whipple. 


51. The Treatment of Cirrholic Ascites by Combined Hepatic and Portal Decom- 
pression. WILLIAM V. Mc DERMOTT, JR., Boston, Mass. New England J. 
Med. 259:897-901, Nov. 6, 1958. 


Experimental and clinical evidence on the pathogenesis and metabolic changes 
of cirrhotic ascites is reviewed. The characteristic pattern of secondary hyper- 
aldosteronism is described. The importance of the concept of an intrahepatic 
outflow block is emphasized. Clinical and metabolic studies are reported on a 
13 year old man who developed cirrhotic ascites that persisted for more than a 
year despite rigid salt restriction and repeated paracenteses. A balance study 
showed the pattern of secondary hyperaldosteronism with reversal of the sodium- 
potassium ratio in the urine. In order to accomplish hepatic as well as portal de- 
compression, a double portacaval shunt was constructed. Technically, the opera- 
tion consists of division of the portal vein and separate end-to-side anastomoses of 
both the hepatic and portal ends of the divided vein with the inferior vena cava. 
Physiologically, the objective was to decompress the intrahepatic portal bed as 
well as to provide the usual splanchnic decompression. Postoperatively the 
clinical results were excellent. There was no reaccumulation of ascites, and a 
dramatic change in nutrition occurred with a weight gain of 40 Ib. in the six months 
following operation. Metabolically, the important change was the reversal of the 
pattern of secondary hyperaldosteronism; significant amounts of sodium began to 
appear in the urine on the eighth postoperative day; a six month follow-up met- 
abolic study showed a normal sodium-potassium ratio in the urine on an unre- 
stricted salt intake and no evidence of fluid retention. Five additional cases in 
which similar clinical and metabolic results were achieved are mentioned briefly. 
36 references. 2 figures. | table. Author's abstract. 


The use of the double porlacaval shunt cerlainly showed a remarkable result in the 
patient with long-slanding asciles, both in the clinical improvement as well as the return 
lo normal of his sodium-polassium ratio, One thing that has always been unerplained 
is that the occurrence of asciles in cirrholics is so variable and does not appear lo be 
delermined by the amount of intrahepatic oulflow block. A. O. Whipple. 


—PANCREAS 
52. The Effect of Narcotics on the Serum Amylase. 4. M. LANSING, London, On- 
tario. Canadian J. Surg. ?:29-32, Oct., 1958. 
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The effect of narcotics on the serum amylase was investigated in 30 men who 
were free from clinical evidence of pancreatic disease. Each received 4% or 14 
gr. of morphine sulfate or 100 mg. of meperidine, both in a fasting state and 
after a meal given to stimulate cre atic secretion. The concentration of amylase 
in the serum was determined 1, 1, 2, and 24 hours later. No increase in the serum 
amylase was noted after a narcotic alone, or after the combination of a narcotic 
with a meal. Various operative procedures, with the notable exception of explora- 
tion of the common bile duct, were also found to be without effect on the serum 
amylase. It is concluded that it is not necessary to consider the previous ad- 
ministration of a narcotic or the ingestion of food in the evaluation of an increased 
serum amylase. If the patient has no previous pancreatic disease, no effect will 
be produced; if he has pancreatic disease, the amylase increase will only be en- 
hanced. The uniform absence of a rise in serum amylase after the administration 
of a narcotic in 30 patients with no pancreatic disease suggests that none of them 
had a functioning common channel for the biliary and pancreatic ducts. Other 
investigators have demonstrated, however, that such a channel is present in almost 
all patients with chronic pancreatitis. It is therefore deduced that a common 
channel is an infrequent occurrence in the general population, but that when it is 
present the chance for the development of pancreatitis may be enhanced. 13 
references. 3 tables.-Author’s abstract. 


53. An Evaluation of the Use of Bile, Bile Salts, and Trypsin in the Production of 
Experimental Pancrealilis. MARION C. ANDERSON, FORD VAN HAGEN, HAROLD 
L. METHOD, AND W. HARRISON, Chicago, Ill Surg., Gynec. & Obst. 107: 
693-703, Dec., 1958. 


Acute experimental pancreatitis was produced in 54 healthy mongrel dogs by 
the injection of bile, bile salts, or trypsin into the pancreatic ductal system. The 
injection technique was varied by controlling the volume of the agent, the pres- 
sure of injection, and the completeness of duct obstruction. In addition, the con- 
centration and sterility of the agent was standardized when either sterile bile 
salts (decholin) or sterile trypsin was employed. When fresh gall bladder bile was 
used, control of volume, injection pressure, and completeness of pancreatic duct 
obstruction failed to alter a wide variation in the degree of pancreatic injury, as 
judged by the clinical course and pathologic findings in small groups of animals. 
When sterile decholin or trypsin, either separately or in combination, were injected 
instead of bile, the uniformity of the response was not improved. Other factors, 
including the distribution of the injection material in the pancreatic parenchyma 
and an inherent variability in the response of the laboratory animal, are difficult to 
control. When any of these agents were employed, conditions well outside the 
physiologic range were necessary to produce lesions sufficiently severe to cause 
death in a high percentage of animals. These preparations are, therefore, not ideal 
when used to study the efficiency of various therapeutic measures in human pan- 
creatitis, especially when small numbers of animals are utilized. 23 references. 
9 figures. 2 tables.—Author’s abstract. 
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Infarels of the Pancreas. JOHN W. MC KAY, ARCHIE H. BAGGENSTOSS, AND 
ERIC E. WOLLABGER, Rochester, Minn. Gastroenterology 35:256-261, Sept., 
1958. 


Infarets of the pancreas are found to be uncommon lesions; however, they may 
exist as a separate entity distinct from acute necrotizing hemorrhagic pancreatitis. 
They are most commonly associated with diseases characterized by occlusive 
lesions of the arteries, such as periarteritis and malignant hypertension. The 
relationship between infarets of the pancreas and acute necrotizing hemorrhagic 
pancreatitis is not entirely clear, but this study indicates that lesions of each type 
may exist independently of the other and can be distinguished by their gross and 
histologic appearance. Among the 11 cases of infarction of the pancreas studied 
in this series, occlusive lesions of the arteries were found in 30 with thrombi or 
lesions of the arterial wall or both and in 3 with emboli, making a total of 80 per 
cent. In 8 cases, there was no demonstrable arterial occlusion, but there was 
either shock or congestive heart failure, or both, terminally, which may have con- 
tributed to the production of ischemic infarction of the pancreas. It also seems 
probable from the study that in some instances pancreatic infarcts may produce 
some significant clinical symptoms. The finding of frequent association of pan- 
creatic infarcts with malignant hypertension in this investigation, and the failure 
to find any instance of acute necrotizing pancreatitis in LOO patients with malignant 
hypertension as studied by Hranilovich and Baggenstoss, seem to indicate that 
acute necrotizing pancreatitis is rarely caused by pancreatic infarction. 17 refer- 
ences. 5 figures. 3 tables.—Author’s abstract. 


Pancrealography in the Diagnosis of Chronic Relapsing Pancrealilis. . v. 
PoLLock, Leeds, England. Surg., Gynec. & Obst. 107:765-770, Dee., 1958. 


The treatment of chronic relapsing pancreatitis is unsatisfactory. Most of the 
present day operations advised (sphincterotomy of the sphincter of Oddi and vari- 
ous methods of anastomosis of the pancreatic duct to the intestine) are based on 
the theory of pancreatic duct obstruction, with or without biliary reflux, as the 
primary cause of recurrent pancreatitis. The author has examined the pancreatic 
duct by radiographic means in 33 cadavers without a history of pancreatitis and 
in LI patients with recurrent pancreatitis. Exposure of the papilla of Vater through 
the duodenum and cannulation of the pancreatic duct in order to inject radio- 
opaque solutions has presented no difficulty. He has found, however, a very wide 
range of appearances in patients without a history of pancreatitis, and many ducts 
that appeared “normal” in patients with recurrent pancreatitis. In addition, 2 
patients developed acute pancreatitis after transduodenal sphincterotomy and 
pancreatography (of whom | died). Although it was impossible in his series to 
decide whether the pancreatitis was due to the sphincterotomy or to the pan- 
creatography, he states that there are strong theoretical grounds for suspecting 
that the injection of noxious substances into the pancreatic duct can cause pan- 


creatitis. He concludes that transduodenal pancreatography is of negligible diag- 
nostic value and not devoid of danger. 11 references. 4 figures.—Author’s abstract. 
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GENITOURINARY SURGERY 


56. Hematuria in Borers. AARON H. KLEIMAN, New York, J.A.M.A, 168: 
1633-1640, Nov. 22, 1958. 


Important factors in hematuria were studied in 764 professional boxers partici- 
pating in 150 events during a three year period. Included in the investigation were 
pre- and postbout clinical laboratory examination, ringside observation, intra- 
venous and retrograde pyelography, and supplemental control observations of 
boxers and nonboxers. Significant hematuria occurred in 27 per cent of the men 
after ring boxing, but in only 4 per cent of the same men after strenuous exercise in 
the gymnasium. Urinalyses of several men were normal after four or more con- 
secutive boxing matches. There was a higher incidence of hematuria in whites 
than the nonwhites. An unusual observation was the high incidence of hematuria 
among men who developed lacerations of the face during a bout. It was theorized 
that trauma not only to the kidney but also to the liver or adrenal may produce 
abnormal substances that temporarily affect prothrombin time or capillary fra- 
gility. Roentgenographic studies demonstrated architectural abnormalities of the 
kidney that correlated with the frequent presence of hematuria. Congenital 
anomaly, hydronephrosis, and ptosis were common. In a substantial number of 
kidneys, defects involving the calices were found; to these defects, the term ath- 
letic kidney was applied. The crouch position was believed to contribute to renal 
trauma and hematuria. Hematuria in boxing was usually a transient and painless 
symptom. Serious renal complications and sequelae were rare. Repeat urinalyses 
and radiographic studies were recommended for athletes with recurrent hematuria. 
3 references. 8 figures. 3 tables.--Author’s abstract. 


VASCULAR SURGERY 


57. Place of Sympatheclomy in the Treatment of Occlusive Arterial Disease. GEeza 
DE TAKATS, Chicago, Ill. Arch. Surg. 77:655-676, Nov., 1958. 


Lumbar sympathectomy results in a type of blood flow that is beneficial to an 
ischemic extremity. Although the postoperative increase in flow is not remarkable, 
especially if the atheromatous process is extensive, it is a stable blood flow unin- 
fluenced by changes in postural, thermal, or emotional vasoconstriction. Of course 
it does not restore patency of a major pathway, but it can be advantageously com- 
bined with a by-pass procedure or endarterectomy. In fact, since these methods 

employed below the inguinal ligament— still carry a large percentage of late 
failures, a sudden closure of the new or reconstructed pathway is better tolerated 
under vasomotor paralysis. There are also many patients whose arteriograms 
indicate that direct surgery is not feasible or obviously doomed to fail. In such 
patients, sympathectomy may still prevent amputation and allow a modest amount 
of ambulation. Intermittent claudication does not usually improve after sym- 
pathectomy, when the origin of the calf muscle arteries is blocked. However, in 
short femoral occlusions, bridged by short, sturdy collaterals and with good visuali- 
zation of the popliteal bifurcation, one can observe marked improvement in walk- 
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ing. Walking must be prescribed systematically to encourage the development of 
collateral circulation. There need be no conflict between the various procedures 
undertaken to increase blood flow to an ischemic limb. Proper timing and proper 
combination of surgical methods together with dietary restrictions and systematic 
walking exercises yield the greatest number of long-term improvements. 67 
references. 6 figures. 1 table.—Author’s abstract. 


58. Diagnosis of Peripheral Arterial Emboli of the Extremities. JouN T. PHELAN 
AND WILLIAM P. YOUNG, Madison, Wis. J.A.M.A. 168:1299-1302, Nov. 8, 
1958. 


The clinical features of an acute peripheral arterial embolus are traditionally 
considered to be a rigid, fixed series of events, namely, a sudden, abrupt, con- 
tinuous type of excruciating pain followed by numbness, pallor of the extremity, 
and absent pulsations. In a clinical review of 30 cases of acute arterial emboli 
of the extremities seen at the University Hospitals, Madison, Wis., 20 patients 
presented a typical onset with respect to pain, with, however, uncertain duration 
and behavior. In the remaining 10 patients, the onset of pain was insidious and, 
in most instances, preceded by paresthesia of the involved extremity. Further- 
more, 29 of the 30 patients demonstrated clinical evidence of cardiac disease, 
manifested principally by auricular fibrillation, mitral valvular disease, recent 
myocardial infarction, or congestive heart failure. These findings suggest that in 
many instances the diagnosis of an acute peripheral arterial embolus will depend 
on the assessment of minor signs and symptoms, a concept that is in contrast to 


the usual expectation of an acute artery occlusion, namely, a sudden, painful, 
dramatic event. In addition, patients who present atypical motor and sensory 
disturbances in one or more extremities, in association with one of the cardiac 
conditions mentioned, should suggest the presumptive diagnosis of an arterial 
embolus until proved otherwise. 4 references. 1 figure.— Author's abstract. 


ORTHOPEDIC: SURGERY 


59. De Quervain’s Disease. A Clinical and Anatomical Study. viz Leao, Rio 
de Janeiro, Brazil. J. Bone & Joint Surg. 40A :1063—-1070, Oct., 1958. 


De Quervain’s disease is an inflammation localized in the groove of the tendons 
of the abductor pollicis longus and the extensor pollicis brevis, characterized by 
a small tumor and intense pain on the radial border of the wrist when the patient 
moves the thumb. Since the disease is more common among persons who perform 
manual work, it forms a medicosocial problem. However, trauma does not act 
alone; it is often associated with a predisposing constitutional factor or connected, 
at times, with the collagen diseases. From studies of 50 wrists on cadavers, we 
found that the term aberrant or anomalous for the accessory tendons in the first 
radial groove of the wrist is not exact. The phylogenic development of the thumb 
also forms a plausible motive for the modification of the classic concept. In 58 
per cent of the wrists, three tendons were found; in 24 per cent, two tendons; in 
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14 per cent, four tendons; and in 2 per cent, five tendons. Seventy-six per cent 
presented one single osteofibrous groove, and 24 per cent had a double groove. 
It is very important, during surgery, to remember the possibility of a double 
canal. In our series, 32 wrists in 29 patients were studied. Nine wrists were op- 
erated on, and 21 were treated conservatively. Two patients refused treatment. 
The conservative treatment consisted in plaster immobilization for a period of 
from two to six weeks plus aspirin or phenylbutazone. Local injections of hydro- 
cortisone afforded better results. For the late results of our series, 25 patients, 
all of whom had been treated more than two years previously, were re-examined. 
A complete cure was observed in all these patients. It is interesting to note that 
even the 2 patients who refused treatment were free from symptoms. It is evident 
that surgical treatment offers quicker and more definite cures than conservative 
treatment. De Quervain’s syndrome runs an apparently cyclical course and tends 
to be cured completely within a variable length of time, depending upon the general 
condition of the patient. 10 references. 8 figures. 1 table.—Author’s abstract. 


TRAUMATIC SURGERY 


60. The Nuclear Weapon Explosion and Its Effect on Treatment of Soft Tissue 
Wounds. WILLIAM H. MONCRIEF, JR., Washington, D. C.  S. Clin. North 
America 38:1453-1460, Dec., 1958. 


\ definition of the types of wounds that might be expected from the detonation 
of kiloton nuclear weapons and the clinical course of wound healing compounded 
by whole body radiation is presented. Types and clinical course of wounds from 
the kiloton (nominal) weapons have been recorded among the Japanese at Hiro- 
shima and Nagasaki, and experimental wounds have been carried out in the field 
on large animals. Based on these data and considerable laboratory evaluation of 
wound healing and whole body radiation in small animals, criteria are presented 
for the treatment of soft tissue wounds in man. No extrapolation to the larger, 
megaton, nuclear weapons is made. From the nuclear weapon explosion, high 
velocity soft tissue wounds requiring extensive débridement will not be common- 
place. In those casualties for treatment, large crushing wounds of the extremities 
will be in the minority, for these individuals will be within the radii of secondary 
thermal injury following the explosion. The soft tissue wounds seen will be mostly 
abrasions, lacerations, and superficial penetrating wounds. Simple lacerations and 
surgical wounds closed before the maximum response to radiation has set in should 
do well. Granulating wounds will retrogress during the period of hematopoietic 
response to radiation, and, with recovery from radiation, will heal. 22 references. 
2 figures. Author's abstract. 


MISCELLANEOUS 


61. Skin Suture Marks. Georce CRIKELAIR, New York, Am. J. Surg. 
96 :631-639, Nov., 1958. 


There are many potential causes of skin suture marks. Tension, both intrinsic 


OBSTETRICS AND GYNECOLOGY april-june 1959 * 105 


: 
4 - — a 
| 
’ » 


and extrinsic, may be considered the greatest offender. Keloid formation and 
stitch abscesses are occasionally guilty. The skin type, according to its bodily 
location or its inherent pathologic condition, may sometimes be a causative factor. 
Within reasonable limits, the size of the suture or the size of the suture needle are 
not offenders per se, but heavy suture material may indirectly be responsible for 
excessive tension. If sutures are properly placed without tension and the other 
causes of suture marks reasonably eliminated, sutures left in beyond seven days 
are more likely to cause suture marks. These marks are not dependent on the 
size of the needle or suture material. Usually sutures tied without tension, with 
the wound immobilized, can be left until the seventh day without causing suture 
marks. By this time some tensile strength has developed in the wound so that 
it can maintain itself, although some support to the wound is advisable for a 
longer period of time. It is also suggested that sutures tied with undue tension 
but removed within the early postoperative period will not be likely to form suture 
marks. Obviously, this is not an all or none law, but it does help thinking and 
planning in surgery in which fine scars and absence of suture marks are important. 
27 references. 8 figures.—-Author’s abstract. 

The problem is nol so simple as this summary might imply. Reading the entire 
article will correct the impression given by the abstract lo some extent. Even so, the 
conclusions expressed, for all their qualifying phraseology, are strictly applicable only 
lo the lype of incisions used in this study. Rate of healing, amount of lissue reaction, 
and rale and degree of fibrosis (including scar formation) are modified by extremes of 
age of patients, by debility, by location of the incision, by intrinsic vascularily and 
larity of lissues, and by other variables. The author, a plastic surgeon, is of course 
thoroughly familiar with all this. But the fact that most plastic surgeons habitually 
use the finest suture material, such as 6-0 silk, especially on the face and other exposed 
parts of the body, suggests thal the size of the thread does make a difference. Everyone 
would probably agree that ideally the finest suture material should be employed thal 
will approximate the skin margins and fir them in accurate apposition, and that these 
sulures should be removed as soon as il is safe to do so. My personal observation ts 
that in most abdominal incisions, which in many ways are ideal for such a study, 
sulures left in longer than four to five days are likely to show suture scars—minutle but 
visthle ones afler six days, large ugly ones after 10 or more days.—P. B. P. 


62. The Influence of Fear and Surgical Procedures on the Level of Circulating 
Eosinophils. ®. JOUJA, Z. K. STEMBERA, AND J. CEPELAK, Prague, Czecho- 
slovakia. Internat. Ree. Med. 171:649-654, Nov., 1958. 


The eosinophil level was determined in 54 women with gynecological diseases 
one day before operation, immediately before operation, and after operation. 
Twenty of the women underwent Rorschach and other tests. A comparison of 
eosinophil counts with psychological testing results indicates that a significant 
fall in eosinophil levels is not caused by the operation alone, but that the mere 
dread of operation can act as a strong stressor. This is most striking in more 
psychically labile women. During operation, the intensity of eosinophil decrease 
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is influenced not only by the seriousness of the surgical procedure (in vaginal 
operations the decrease is smaller than during laparotomy) but also by its duration. 
16 references. 2 figures.—Author’s abstract. 


BOOK REVIEWS 


Surgery of the Head and Neck. ROBERT A. WISE AND HARVEY W. BAKER. Chicago. 
Year Book Publishers, 1958. 319 pp. 82 illus. 


This newest of the series of handbooks of operative surgery published by the 
Year Book Publishers is an especially welcome addition to the group of volumes. 
The text is the work of two men well known as masters of the field of head and 
neck surgery and reflects the broad general surgical background of the authors. 
The illustrations comprise a series of integrated pictorial step-by-step line drawings 
of the particular procedure or condition being portrayed, and are well integrated 
with the text. The drawings are simple, lucid, and graphic as is to be expected 
since they are the work of one of America’s leading medical artists, Jessie Phillips. 
This book is one of the best on the subject. From the standpoint of brevity, read- 
ability, and compactness, it is incomparable. It should be purchased as a basic 
personal surgical library book by all residents in surgery and by all surgeons, 
whatever their field, who ever venture above the clavicles..- Henry N. Harkins. 


Textbook of Surgery. GUY BLACKBURN AND REX LAWRIE. Springfield, Ill. Charles 
© Thomas, 1958. 1122 pp. $16.75. 


This new textbook of surgery edited by Guy Blackburn and Rex Lawrie of the 
Department of Surgery of Guy’s Hospital, London, is written by the editors in 
collaboration with 14 of their associates at Guy’s Hospital. It thus represents a 
textbook that is the product of an excellent and long-famous hospital. It covers 
the entire field of general surgery plus neurosurgery, orthopedics, and urology. 
It does not include otolaryngology, or ophthalmology, omissions in conformity 
with most other modern textbooks of surgery. As with any edited textbook, some 
sections are better than others. The section on arteriovenous fistulas is somewhat 
brief. On the other hand, the section on cardiac surgery is quite up to date, and 
the one on open heart surgery is not only up to date but is especially valuable to 
the student. The chapter on the anus and rectum is especially good; it includes 
one of the few textbook accounts of the anatomy of the anorectum according to the 
recently accepted principles of Parks, Eisenhammer, Goligher, and others. There 
are interesting chapters on the roentgen ray diagnosis of the abdomen, on roentgen 
ray therapy, and on common instruments, the last with illustrations. There are 
good illustrations: although they are not profuse, they are well selected. There is 
a good subject index but no author index. There is no bibliography, and the 
approach is essentially practical and succinct rather than academic. The lack of 
references may not encourage the student to follow channels of special interests 
that may develop. In summary it can be said that this is one of the most up to 
date of the British textbooks of surgery.—Henry N. Harkins. 
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Skin Grafting. ed. 3. JAMES BARRETT BROWN AND FRANK MC DOWELL. Philadel- 
phia. J. B. Lippincott Co., 1958. 411 pp. 328 illus. $15.00. 


The popularity of this monograph on skin grafting is attested to by the fact 
that it is a third edition. The new edition is enlarged over the previous ones. 


There are a good index and an excellent bibliography. In addition, the illustrations 
are excellent and include some in color. The entire book represents the opinion 
of masters in the field, coupled with the experience of one of the largest plastic 
surgical centers in the world. It should be in every hospital library and in the 
library of every surgeon, whether he be a general or a plastic surgeon. It is highly 
recommended as the authority in the field.-Henry N. Harkins. 


The Pasteur Fermentation Centennial 1857-1957: A Seientifie Symposium. New 
York, N. Y., Charles Pfizer & Co., 1958. 207 pp. 12 illus. 


This is a record of the Pasteur Fermentation Centennial Conference held in 
New York in November, 1957. The Conference was sponsored by Charles Pfizer 
& Co., in commemoration of the one-hundredth anniversary of Pasteur’s publica- 
tion of his discovery that fermentation is caused by living organisms. Papers, 
questions, and discussions are presented by a large number of internationally dis- 
tinguished researchers in microbiology, biological chemistry, and related fields. In 
tribute to Pasteur, the introductory papers trace several of his contributions and 
show how his inspiration continues to be felt today. Of special interest to the 
surgeon is Paul Burkholder’s review, “Trends in Antibiotic Research,” with an 
excellent bibliography, which concludes the introductory section. The first sym- 
posium, “Cellular and Biochemical Interplay Between Host and Parasite,” was 
moderated by René Dubos. Among several excellent papers, the clinician will 
appreciate the study on animal mechanisms of bacterial clearance. The second 
symposium, “New Developments and Prospects in Fermentation Chemicals,” 
with Marvin Johnson as moderator, is a panel discussion of the present and future 
roles of fermentation chemicals in medicine, industry, and agriculture. The last 
symposium, “Trends in Antibiotic Research.” moderated by Paul Burkholder, is a 
general view of the present status of the field with papers emphasizing such topics 
as newly discovered antibiotics, the search for anticancer antibiotics, and the 
mechanism of penicillin action. In general, all the presentations make it possible 
to grasp the importance of the many recent advances that are reported.—Richard 
P. Anderson. 
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Obituary Notice 


It is with a true sense of loss that we report the passing of four of our contrib- 
uting editors. Each has, through the years, labored diligently to ensure that the 
Quarterly Review of Surgery maintain a critical appraisal of current literature. 
They will be missed by all of us. 


ALEXANDER W. BLAIN, 
1885-1958 


II 


Alexander William Blain, I[, was born in Detroit, March 4, 1885. He was 
graduated from the Detroit College of Medicine (now Wayne University College 
of Medicine) in 1906. He interned and received his surgical residency ‘training at 
the Harper Hospital, Detroit. Dr. Blain was Surgeon-in-Chief and founder of 
the Blain Clinic (1911) and also of the Alexander Blain Hospital, Detroit (1924), 
named after his father. He was a founder member of the American College of 
Surgeons and a governor of this organization. He was also a founder member of 
the American Board of Surgery, 1937. The list of societies of which he was a 
member were many. He was known not only as a surgeon but also as a humani- 
tarian and a naturalist. He was a founder of the Michigan Audubon Society more 
than 50 years ago. He served as president of the Michigan Horticultural Society 
and the Detroit Science Society. At the time of his death he was a director of the 
Detroit Zoological Society and the Cranbrook Institute of Science. He died on 
December 14, 1958. 


ROBERT S. DINSMORE 
1892-1957 


Robert Scott Dinsmore was born in Troy, Kans., in 1892. He was graduated 
from Washington University Medical School in 1917. His internship was at Lake- 
side Hospital, Cleveland, from 1917 to 1918. From 1919 to 1923, he was resident 
in surgery at Lakeside Hospital. He joined the staff of the Cleveland Clinic 
Foundation in 1923 and became chief of the surgical division in 1949. He served 
on the American Board of Surgery from 1943 to 1947, was president of the Cleve- 
land Academy of Medicine for 1936 and 1937, and was President of the American 
Surgical Association in 1953. He was a member of the Eastern Surgical Society, 
American Goiter Association, American Association of Railway Surgeons, Southern 
Surgical Association, and Central Surgical Association. He died on September 24, 
1957. 


DANIEL ©, ELKIN 
1893-1958 


Daniel Collier Elkin was born in Louisville, Ky., in 1893. He was graduated 
from Emory University School of Medicine, Atlanta, in 1920. He served his in- 
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ternship and residency at the Peter Bent Brigham Hospital in Boston, where he 
became an assistant in surgery at Harvard Medical School. He joined the faculty 
of Emory in 1923, and for 23 years was professor and chairman of the Department 


of Surgery there. He was past president of the American College of Surgeons, 
Society of Vascular Surgery, Society of Medical Consultants, Southern Surgical 
Association, Society of Clinical Surgery, and American Surgical Association. He 
was a member of the International Society of Surgery and also of the founders’ 
group of the American Board of Surgery. Dr. Elkin received many honors. Among 
these were the Legion of Merit. the Matas Medal, and the Lamartine Griffin 
Hardman Award. Dr. Elkin died on November 3, 1958. 


DONALD V. TRUEBLOOD 
1889-1958 


Donald V. Trueblood was born in Randall, Kans., in 1889. He was graduated 
from the Johns Hopkins School of Medicine and served an internship at that in- 
stitution. He became a member of the King County Medical Society, Seattle, 
in 1917 and was one of the founders of the King County Hospital. He founded 
the Tumor Clinic at that institution and was its head for many years. His other 
professional affiliations included the American College of Surgeons, the Pacific 
Coast Surgical Association, and the North Pacific Surgical Association. During 
the first World War, he served as a major in the Army Medical Corps. He con- 
tributed many significant articles to the American literature relating to surgery 
of the head and neck. He died on November 11, 1958. 


Luoyp M. Nynus, M.D. 
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obstetrics abstracts 


NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


32. The Felus of Multiple Geslalions. ALAN F. GUTTMACHER AND SCHUYLER G. 
KOHL, New York, N.Y. Obst. & Gynec. 12:528-541, Nov., 1958. 


The multiple fetus, no matter what its magnitude, appears to have the same 
weight as the single fetus until the twenty-seventh week; from then on it grows 
more slowly. By the end of the thirty-fifth week, there is a 650 Gm. difference 
between twin and single fetuses. This difference is maintained but does not 
increase until term is reached. The median birth weight for a twin is 2377 Gm. 
(514 lb.) and the median duration of pregnancy the end of the thirty-seventh week. 
The most important factor affecting the survival of a twin is birth weight. The 
critical point appears to be 2000 Gm. Twins weighing more than this have a much 
better chance for survival than those weighing less. Salvage is best for the first 
and second twin when delivered by vertex either spontaneously or by low forceps. 
The extra risk for second twins is not due to greater antepartum or intrapartum 
demise but mainly to increased neonatal loss. Furthermore, the hazard of neo- 
natal death for second twins is iargely limited to twins weighing less than 2000 
Gm. Congenital malformations occur twice as frequently in twins. General 
anesthesia for delivery is probably superior to conduction. 25 references. | figure. 
16 tables.— Author's abstract. 


This information relative to birth weight of twins al various lerms of pregnancy is 
new and valuable in estimating the prognosis of multiple pregnancies, and what ab- 
normalities may be expected, and the use of various anesthetics and modes of delivery. 
Herbert F. Traut. 


33. Clinical Evaluation of the Analgesic Effect of Phenergan in Labor. Wi1A.1AM J. 
FITZGERALD, ROGELIO R. GARCIA, AND JAMES J. Casstpy, Albany, N. Y. Obst. 
& Gynec. 12:703-704, Dec., 1958. 


A total of 450 unselected private and ward patients in active labor were given 
25 mg. of promethazine hydrochloride and 75 mg. of meperidine hydrochloride 
intramuscularly. Of these 450 patients, 350 were primigravida and 100 were multi- 
gravida. All delivered term infants vaginally; 425 were spontaneous deliveries, 
20 were by low forceps extractions, and 5 were breech extractions. No barbiturates 
were given to these patients. The following results were observed: (1) The medi- 
cation relieved emotional stress and apprehension, (2) gave satisfactory analgesic 
effect, (3) produced no uterine inertia, (4) lowered incidence of nausea and vomit- 
ing, (5) shortened the average length of labor by four and one-half hours, compared 
with 200 control cases, (6) produced neither untoward blood pressure variation or 
tachycardia, (7) caused no postpartum mental depression effects, and (8) caused no 
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allergic reactions. There were no fetal or maternal deaths. 2 references. 1 table. 
Author's abstract. 


The excellent results shown in this brief report call for further study of promethazine 
hydrochloride in labor in a larger series of observations.—L. A. E. 


34. Meprobamate in Lator. Leo 1GEL AND EDWARD SOLOMONS, New York, N. Y. 
Obst. & Gynec. 13:46-50, Jan., 1959. 


In order to conduct a controlled study of meprobamate in labor, a total of 554 
patients, all of whom were delivered vaginally, were evaluated. Unselected alter- 
nating patients were given meprobamate or placebo respectively; the dosage of 
meprobamate used was 400 mg. on admission and 400 mg. every four hours there- 
after. Code sheets and patient questionnaires were prepared to assess both ob- 
jective and subjective reactions to the drug. Electric IBM clocks registered the 
exact times of birth, breathing, and crying of the newborn. The results of the 
study showed that meprobamate in the dosage of 400 mg. every four hours has no 
effect on pain, anxiety, or duration of labor. No toxic effect on mother or baby 
was noted in dosage up to 3200 mg. of meprobamate administered over a 24 hour 
period. 11 references. 2 figures. 3 tables.—Author’s abstract. 


Veprobamate does nol alleviate pain and anriety during labor, nor is there any 
reason lo expect il lo do so. It is an efficient tranquilizer of emotional instabilily, bul as 
a sedative reactor il does not compare with promethazine hydrochloride (see p. 111). 


L. A. E. 


35.  Diagnostie \-Ray Procedures in Obstetrics. JOHN W. WALSH, Washington, 
D.C. Obst. & Gynec. 13:74-83, Jan., 1959. 


Diagnostic roentgenographic techniques have been utilized in obstetrics since 
the turn of the century. Fabre in 1900 described a method of “metric radiog- 
raphy.” Up to 1910 roentgenographic demonstration of the fetus in utero was 
poor. During the next 10 years development of new equipment brought more 
gratifying results. Thoms early studies of the pelvis contributed much to present 
day knowledge. Pelvic radiography is only rarely indicated for diagnosis of preg- 
nancy. Later, missed abortion and fetal age may be determined. During the 
third trimester fetal abnormalities and multiple pregnancy may be diagnosed. 
Pelvimetry, details of pelvic morphology, and fetopelvic relationship are of clinical 
importance. Soft tissue studies to locate tumors, the placenta, and possible ab- 
dominal pregnancy are of value. Studies of the urinary tract and the bony pelvis 
in event of trauma may be necessary. Relative to the dangers of irradiation to the 
maternal or fetal organism, it might be noted that conclusions have been drawn 
mainly from studies on Drosophila and mice. Man is subject to background ir- 
radiation. This plus the cumulative effect resulting from ordinary diagnostic 
studies have not proved harmful to man or his offspring. Roentgenographic 
techniques should be utilized without hesitation for pelvimetry, soft tissue studies, 
and diagnosis of fetal abnormalities at term. Other diagnostic studies are recom- 
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mended only if the patient cannot be properly evaluated without them. 14 refer- 
ences. Il figures. | table.—Author’s abstract. 


Only three generalions have passed since the human being has been exposed to roent- 
genograms. Maybe in 50 more years some of the effects of radiation might show up in 
the offspring. It will be too late then to do anything. This reviewer feels that, if ve 
will use our head and hands more, there will be fewer indications for any diagnostic 
roentgenographic procedures in obstetrics. Bernard J. Hanley. 


PATHOLOGIC PREGNANCY 


36. Plasma Cells in an Immature Human Placenta. KURT BENIRSCHKE AND GOR- 
DON L. BOURNE, Boston, Mass. Obst. & Gynec. 12:495-503, Nov., 1958. 


This is a case report of a spontaneously prematurely terminated pregnancy at 
29 weeks of gestation. Pregnancy was complicated by premature dilatation of the 
cervix. This was treated by cervical suture and hormone administration. Despite 
these measures the patient delivered. The infant died within two hours, being 
small for the gestational age. The placenta showed most remarkable collections of 
typical plasma cells within villi. They were grouped around an intervillous throm- 
bus. The surfaces of the villi containing the plasma cells were defective toward 
the intervillous thrombus. It is believed that the plasma cells arose from the 
villous Hofbauer cells and represent the response to a specific antigenic stimulus, 
presumably residing in the thrombus. It is possible that the stimulus was Releasin, 
which had been administered prior to delivery. This is the second report concern- 
ing the fetal placental capacity to produce plasma cells. The first observation was 
by Good and Zak in a patient with acquired agammaglobulinemia. There was no 
evidence of infection in the present mother, nor was she known to have a disturbed 
immune mechanism. 11 references. 4 figures. 4 tables.—Author’s abstract. 


The presence of massive plasma proliferation in all probability arises from a pro- 
longed stimulus affecting the endothelium of the villous blood vessels. A predominating 
production of plasma cells is unusual. It is usual for small lymphocyles to accompany 
the development of plasma cells. The cause of the stimulus is usually a demonstrable 
infiltration with pathogenic microorganism with low grade virulence. The presence of 
an intervillous thrombosis would seem to be associaled with some fracture or separation 
of the basal villous vessels of the decidua basalis.—Herbert F. Traut. 


37. Massive Breast Hyperplasia Complicating Pregnancy. Report of a Case. BR. 
MARK BLAYDES AND COLLIER A. KINNEBREW, Shreveport, La. Obst. & Gynec. 
12:601-602, Nov.. 1958. 


There are rare cases in the literature of complications from massive breast 
hyperplasia in pregnancy that threaten the life of the mother and fetus. The 
authors’ 23 year old patient, gravida 2, para 1, had delivered a full-term living 
infant without any breast symptoms or obstetric difficulties three years before. 
She was first seen prior to her second pregnancy. Her breasts showed bilateral, 
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diffuse, mildly tender nodularity but were not enlarged. The diagnosis was 
chronic mastitis of both breasts. Six months later the patient consulted the au- 
thors because of marked breast engorgement and tenderness. This was six weeks 
after her last menstrual period. At this time, her breasts were tender and markedly 
engorged. In the next several weeks, the pregnancy progressed normally, but the 
breasts became much larger and tender. The patient could hardly tolerate their 
weight. Large venous sinuses coursed beneath the skin of each breast. She was 
hospitalized; a careful endocrine study, including pituitary studies, was noncon- 
clusive. 

A special corset was made for support, and she was placed on a dehydration 
regimen. The marked vein engorgement and ischemic skin changes of each breast 
became prominent symptoms. A large venous sinus in one of these areas ruptured 
with resultant massive hemorrhage and mild shock. Emergency measures in- 
cluding skin sutures were necessary. At six and one-half months’ gestation, it 
was decided that this condition was threatening the life of the mother, and surgical 
excision was decided upon. Under general anesthetic, both breasts were removed 
by vertical incision. The bleeding was massive due to the large venous sinuses, 
both deep and superficial. She was given 16 units of blood during surgery, and 
there was no evidence of shock. Her postoperative course was complicated by 
marked intestinal ileus, but the pregnancy remained undisturbed. Her wounds 
healed well, and she was discharged 10 days later. 

Her obstetric course remained uneventful. Approximately three weeks before 
term, she went into spontaneous labor and delivered a 5 lb. 6 0z. normal male 
infant. Her postoperative breast condition did not complicate delivery in any way. 

The pathology sections of the breast revealed extreme hyperplasia of lactating 
breasts, with trophic ulcers of the skin. One breast weighed 5350 Gm., and the 
other weighed 4000 Gm. However, at the present time the authors have no ob- 
vious explanation for the chain of events that occurred. 2 references. 2 figures. 
\uthor’s abstract. 


38. Hydramnios. p. BARRY, Dublin, Ireland. Obst. & Gynec. /1:667 
675, June, 1958. 


This is a study of hydramnios carried out in the National Maternity Hospital, 
Dublin, with particular reference to the value of abdominal paracentesis in the 
management of the condition. The author defines hydramnios as the amount of 
fluid likely to cause abnormality in pregnancy or labor rather than as the amount 
of fluid sufficient to cause fetal abnormality. In this way, the milder cases will be 
diagnosed more often and will receive more careful attention. The etiology of the 
condition is reviewed. The fact that hydramnios is a dangerous maternal condi- 
tion is stressed. In a previous survey of 101 cases, the author recorded three 
maternal deaths. He also reports a high incidence of inertia, postpartum hemor- 
rhage, and most of the other complications traditionally associated with this con- 
dition. He believes abdominal paracentesis to be the method of choice in pre- 
venting these complications. Minor degrees of the condition should be managed 
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by a salt-poor diet, reduction of fluid intake, and a diuretic. In the more severe 
cases, paracentesis is the chief weapon in treatment. This procedure may be re- 
peated and in | patient was carried out five times. The details of 7 cases of acute 
hydramnios, all treated by paracentesis, are recorded. The technique of para- 
centesis is described in detail, and the importance of allowing the fluid to escape 
slowly is emphasized. The aspiration is repeated as often as is necessary to main- 
tain the uterus at a reasonable size. If the first aspiration is really thorough and 
the fetus is normal, no further treatment may be required. This point is illustrated 
by a case report. Finally, the dangers of inducing Jabor in this condition by 
artificial rupture of the amnionic sac are emphasized. 17 references. 7 tables.— 
Author's abstract. 


It would be interesting lo know the exact incidence of labor induction. It seems thal, 
and this has been confirmed by the editor's experience, rupture of the membranes by 
whatever route is attended by a high incidence of induction of labor.--R. R. de Alvarez. 


ECTOPIC: PREGNANCY, HYDATID MOLE, 
CHORIONEPITHELIOMA 


39. Alypical Endometriosis Associated with Tubal Pregnancy. DUANE N. TWEED- 
DALE AND KATHRYN E. HOFFMAN, Cleveland, Ohio. Obst. & Gynec. 13:114- 
117, Jan., 1959. 


It has been shown by Arias-Stella that atypical endometrial changes commonly 
occur in the presence of intrauterine chorionic tissue. Similar endometrial ab- 
normalities have less frequently been noted in association with ectopic tubal preg- 
nancy. Such changes are of more than passing interest in that they may be con- 
fused with malignancy. The authors report an instance of atypical endometriosis 
associated with tubal pregnancy that occurred in a 35 year old white woman. 
The patient had the usual symptoms and signs of an ectopic pregnancy with a 
positive frog test for pregnancy. At surgery, the right fallopian tube was shown to 
be the seat of the ectopic pregnancy. In addition, histologic study of numerous 
small deep blue nodules in the cul-de-sac revealed very hyperplastic endometrial 
cells suggestive of malignancy. However, further sections demonstrated a small 
lumen with scattered stromal cells underlying an epithelial component. When the 
histopathologic picture was related to the previous studies of Arias-Stella, differ- 
entiation from malignancy was readily apparent. The mechanism for the produc- 
tion of such atypical endometrial changes in association with chorionic tissue has 
been shown to be due to the stimulating action of chorionic gonadotrophin on the 
ovary, which then produces high levels of progesterone that act concurrently with 
existing circulating estrogen. The possibility of such abnormal alterations occur- 
ring in the endometrium or in endometriosis in association with tubal pregnancy 
is considerably less than of changes occurring with in utero chorionic gonadotrophin 
titers in the presence of tubal pregnancy, which is reflected by different endometrial 
patterns. When one considers these facts and the fact that there is often a distinct 
variation in the activity of ectopic endometrium to cyclical stimulation, the 
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chances for an abnormal reactivity in endometriosis to the presence of ectopic 
tubal pregnancy should be very rare. Though unreported as yet, it is predicted 
that such atypical reactions in endometriosis will eventually be reported in asso- 
ciation with intrauterine pregnancy. 7 references. 3 figures.—Author’s abstract. 

{ nfortunately, the chance of oblaining this kind of information is quite remole because 
unsuspected endometriosis is asymplomalic during pregnancy and because erlensive 
symplomalic endometriosis commonly favors infertility. The best chance to learn more 
aboul the question raised by the authors would be to make a painstaking search for 
possthle endometriolic implants during cesarean operations.-L. A. E. 


10. Abdominal Pregnancy. Early Diagnosis and Delivery of a Surviving Infant: 
Report of a Case. WILLIAM B. STROMME, SHELDON REED, AND WILLIAM 
HAYWA, Minneapolis, Minn. Obst. & Gynee. 73:109-113, Jan., 1959. 


Abdominal pregnancy is a rare encounter, with the possibility variously placed 
at 1:3000 to 1:15,000, usually ending in death of the fetus. Because of the dangers 
of hemorrhage and infection and the difliculties of surgery in advanced cases, 
prompt surgical intervention is generally recommended as soon as the diagnosis ts 
made. It is the authors’ opinion, however. that if recognition is made after ade- 
quate placentation has been achieved, celiotomy may be cautiously deferred until 
the fetus reaches viability without increasing the maternal risk. A case report is 
presented of abdominal pregnancy with survival of mother and infant. Diagnosis 
was made at six months’ gestation by the typical history and findings and by the 
appreciation of their significance. Roentgenographic findings were helpful but not 
diagnostic. Surgery was intentionally postponed until the fetus was viable. Man- 
agement of intraplacental bleeding posed the only serious problem. The distal 
free portion was ultimately excised, following the placement of a double layer of 
mattress sutures across the midportion of the placenta to effect hemostasis. Blood 
loss was estimated at 2500 to 3000 ml. This was replaced by whole blood totaling 
3000 ml. The postoperative course was uneventful and afebrile. 12 references. 
7 figures. Author's abstract. 


More and more cases of abdominal pregnancy successfully lerminated are appearing 
in the literature. In general, the procedure preferred should be that of leaving the 
placenta in place. Large quantities of available blood are mandatory before inter- 
vention is Intra-arlerial transfusion, in ertreme circumstances, should nol 
be forgollen. Keith P. Russell. 


PATHOLOGIC LABOR INCLUDING 
OPERATIVE OBSTETRICS 
11. Rupture of the Marginal Sinus of the Placenta, “Abscission Windows.” 


CHARLES L. SCHNEIDER, Eloise, Mich. Obst. & Gynec. 17:715-721, June, 
1958. 


Frail connecting venous channels of large diameter, yet of length only slightly 
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greater than the thickness of the attenuated decidua basalis, communicate almost 
as windows from the marginal sinus of the placenta into the underlying venous 
plexus of the uterus. These channels have poor structural support either in- 
herently or from the decidua. The decidua provides an abscission layer for the 
placenta; there channels become transected during separation and delivery of the 
placenta, leaving large windows into the marginal sinus. These windows can be 
observed in any delivered placenta; the marginal sinus is not dismembered during 
delivery but remains intact within the margin of the placenta. Just as rupture 
of the marginal sinus by laceration may be caused prematurely by differential 
forces of dilatation and retraction of the lower uterine segment over the ovulatory 
sac and over a low-lying margin of the placenta, indicated diagrammatically by 
Fish, so also opening of abscission windows can occur prematurely. Antepartum 
bleeding, which occurs in 20 to 30 per cent of all labors, is probably largely through 
such abscission windows opened during premature separation of the margin of the 
placenta. 

Clinically and anatomically, such premature marginal separation of the placenta, 
abruptio marginale, usually occurs from the dependent margin of the placenta and 
is thus related to placenta previa, not to abruptio placentae. Correspondingly, 
fibrination-defibrination is observed as a hemostatic and hemorrhagic disorder of 
abruptio placentae, not as a primary disorder of placenta previa or of abruptio 
marginale. Likewise, hemorrhage from the marginal sinus is beniga: only excep- 
tionally is blood loss itself significant. The problem is to differentiate this uterine 
bleeding from that of abruptio placentae or of placenta previa, complications 
which may require emergency or active intervention. Abruptio placentae is diag- 
nosed by uterine pain, tetany, and tenderness; placenta previa is excluded by en- 
gagement of the fetal head or by cautious “double set-up” sterile vaginal examina- 
tion. The significance of a diagnosis of marginal sinus rupture— the most frequent 
cause of vaginal bleeding during labor—lies in the reassurance that abruptio 
placentae and placenta previa have been ruled out. 16 references. 4 figures. 
Author's abstract. 


The crur of the matter lies in the last sentence of the abstract. This is a condition 
of exclusion of the two important hemorrhagic complications of pregnancy. In our 
experience il is most commonly a postpartum diagnosis, made in some cases with 
bleeding not of a major amount, but delecled on examination of the placenta.— Weith 
P. Russell. 


12. Relative Obstetric Efficacy of Orytocin, Piloein, and Syntocinon, A Clinical 
Investigalion. THOMAS F. DILLON, ROY W. BONSNES, AND R. GORDON DOUGLAS, 
New York, N. Y. Obst. & Gynec. 12:581-588, Nov., 1958. 


A clinical study of the comparative efficiency of three posterior pituitary hor- 
mone preparations, utilizing a blind technique, was conducted on the obstetric 
service. The ultimate goal was to try to establish whether the oxytocic activity 
of purified posterior pituitary fractions, natural and synthetic, offered any clinical 
advantage over commonly used substances such as Pitocin. The three prepara- 
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tions used in this study were: (1) Pitocin, which contained largely oxytocic activity 
with some pressor activity, (2) oxytocin, the purified hormone isolated from beef 
pituitary glands by du Vigneaud et al, and (3) Syntocinon, the oxytocic hormone 
synthesized by Boissonnas et al. Each was supplied in ampules that were labeled 
as to strength and dilution but identified only by code. The preparations were 
administered to 173 obstetric patients for induction and stimulation of labor, for 
management of the third stage of labor, after cesarean section, and in the manage- 
ment of incomplete abortion. Analysis of the patients in whom labor was induced 
or stimulated revealed no significant difference in the efficacy or complications of 
these preparations. The dosage ranges were comparable and varied between 
2 units/500 ml. and 15 units/500 ml. of 5 per cent glucose and water solution ad- 
ministered according to usual techniques. The cesarean section patients to whom 
the oxytocic substances were administered at the time of abdominal delivery 
demonstrated essentially the same responses. Analysis of those cases in which the 
three substances were compared in the management of the third stage or incom- 
plete abortion, including those cases managed with methylergonovine, revealed no 
significant variations. 43 references. 3 tables.— Author's abstract. 


In a similar sludy, our conclusions were about the same as these investigators. 
Bernard J. Hanley. 


13. Recent Trends in Cesarean Section. A Review of 2066 Conseculive Operations. 
EDWARD G. WATERS, Jersey City, \. J. Obst. & Gynec. 17:650—-656, June, 1958. 


Maternal risk in cesarean section has undergone a significant change at the 
Margaret Hague Maternity Hospital between 1940 and 1955. In an earlier series, 
the death rate was 0.67 in nearly 1500 cases. By contrast, the rate dropped to 
0.09 in over 2000 cases between 1949 and 1955. This is less than 1/1000 cesarean 
sections. The uncorrected fetal death rate for mature fetuses in the recent series 
was 3.1 per cent, including abnormalities, intrauterine deaths, and so on. This is 
much higher than for infants delivered vaginally. The comparative experience of 
the two series suggests that a reduction of maternal cesarean mortality to 1/1000 
is a realizable objective for any major obstetric hospital. The fetal loss is ma- 
terially less but still too high for mature normal fetuses. The indications for ce- 
sarean operations have not greatly changed except: percentagewise. Excluding 
repeat cesarean section, the major indications are fetopelvie disproportion, hemor- 


rhage, toxemia, fetal distress, and malpresentations. The judicious use of oxytocin 


by intravenous drip has led to an increasingly conservative attitude towards 
relative disproportions. There is still considerable difference of opinion concern- 
ing the management of patients with a history of previous cesarean section; al- 
though almost half of the previously sectioned patients subsequently delivered 
by vagina. This suggests that, despite a gross cesarean incidence of less than 4 
per cent, nearly half the original sections for fetopelvie disproportion may have 
been needless. However, near-calamitous experience with a number of patients 
previously sectioned and later given trials of labor eventuating in uterine rupture 
makes caution necessary. Although death following uterine rupture may result 
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from traumatic rupture, death subsequent to spontaneous rupture or rupture 
through an old uterine scar is a rarity. From the data it is observed that there is 
a uterine scar defect in approximately one out of every 150 repeat operations and 
an actual rupture in one out of every 300 to 350 pregnancies with previous ce- 
sareans. Where there is a history of a previous cesarean section, unless the patient 
gives unmistakable evidence upon examination at term that she can deliver a living 
baby through her birth tract without trauma or severe labor, a repeat cesarean 
section should be done. The repeat section should be at term or early in labor, 
and not at some ill-defined time prior to term. Since the fetus rarely survives and 
the mother generally loses her uterus when an old cesarean scar ruptures, the pa- 
tient allowed a trial at vaginal delivery after a previous section must be surrounded 
by every possible safeguard. The need for section must be carefully considered 
at the time of the first operation. Obviously someone has guessed wrong when 
nearly half the originally sectioned patients deliver vaginally later on. The time 
for real conservatism is in the first labor, not the ones that follow. Risks of sub- 
sequent sections are greater, the major risk being rupture of the uterus. The op- 
eration has potentially all the surgical complications of any other abdominal 
operation, not more, not less. The complications w Il be minimized only if con- 
stantly borne in mind and prompt'y recognized and treated. 4 tables.—-Author’s 
abstract. 


PATHOLOGY OF NEWBORN 


11. Renal Agenesis and Oligohydramnios. LENNARD L. WEBER AND S. LEON 
ISRAEL, Philadelphia, Pa. Obst. & Gynec. 12:575-580, Nov., 1958. 


Congenital anomalies of the urinary tract are not uncommon, but absence of 
both kidneys is considered to be unusual. Three cases are reported, bringing the 
known total to 174. The most universally applicable explanation of anomalies of 
all kinds is that of “developmental lag.” However, most of the older papers 
ascribe the absence of both kidneys to some form of abnormal pressure exerted 
during embryonic development. Irrespective of the mechanism, absence of the 
kidneys is almost uniformly associated with oligohydramnios and frequently with 
amniotic adhesions. This association of bilateral renal agenesis with oligohy- 
dramnios raises the question of the origin of the amniotic fluid, a question not yet 
answerable. Four sources have been proposed: (1) Active secretion by amniotic 
epithelium, (2) passive transudation from the maternal circulation, (3) passive 
transudation from the fetal circulation, and (4) fetal urine. Bilateral renal agenesis 
is a distinctive congenital maldevelopment of unknown origin. It seems to have a 
sex-directed tendency, occurring preponderantly in males. Most infants so afflicted 
are outwardly normal when born at term. They die, however, within the first 24 
hours of life, of pulmonary failure. The respiratory embarrassment arises from 
the presence of hypoplastic lungs. The coexistence of clubfoot and renal agenesis 
is common. Potter was the first to emphasize the typical facial features of the 
newborn infant who has no kidneys. The nose tends to be flat, the chin recedes, 
and the ears are unusually large, abnormally soft, flat, and placed lower on the 
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head and often less upright than usual. The space between the eyes is increased. 
Although the origin of amniotic fluid is unknown, the constant association of 
oligohydramnios with renal agenesis suggests that the fetal urine may be an im- 
portant component of amniotic fluid. 14 references. 1 figure.— Author's abstract. 


MISCELLANEOUS 


15. New Terminology for Forceps Application. HERMAN I. KANTOR, J. RUSSELL 
JORDAN, AND JACK H. KAMHOLZ, Dallas, Texas. Obst. & Gynec. 72:118-119, 
July, 1958. 


Because of the changing ideas in the practice of modern obstetrics, the old 
terminology of high, mid-, and low forceps no longer applies in evaluating series 
of cases. Controversy has always existed regarding what the terms low or mid- 
forceps actually mean, but even admitting agreement the indications for their use 
have so changed as to invalidate older concepts. The authors suggest that forceps 
applications now be termed elective forceps and required forceps. The former 
would include cases where the obstetrician chooses to use them to shorten the 
second stage of labor with no clear-cut maternal or fetal indications. The latter 
would include all occasions where forceps are used for maternal or fetal indications, 
and would further include dystocia, arrest of labor, fetal distress, malpositions, 
and prolonged second stage. With this new concept (and even retaining the 
designations low and midforceps in each group if desired), statistical studies on 
series of easy and difficult cases become valid once more. Until now, series de- 
scribed as midforceps were misleading since they contained both elective and 
required elements, and the conclusions drawn were invalid since apples and pears 
were being compared. Now obstetricians can actually agree on deciding whether 
the use of forceps was required or not, and statistical research will profit thereby. 
tuthor’s abstract. 


In these days of commitlees, would il not be useful to have a Committee on Forceps 
Nomenclature in the American College of Obstetricians and Gynecologists so that 
everyone is talking about the same thing when a definite designation is used?— KR. BR. 
de Alvarez. 


16. Culaneous and lerine Electrical Potentials in Labor—An Experiment. 
WARD H. G. HON AND CLARENCE D. DAVIS, New Haven, Conn. Obst. & Gynec. 
12 :A7-53, July, 1958. 


Many attempts have been made to evaluate human labor by recording the 
electrical potentials from the skin of the abdominal wall overlying the uterus. 
It has not been possible to identify an electrical wave so recorded that is con- 
sistently related to the frequency and amplitude of mechanical activity of the 
uterus. As a result, electrohysterography is very rarely used in clinical obstetrics. 
As part of a basic study to measure uterine contractions objectively so that they 
could be correlated accurately with electronic studies of the fetal heart rate during 
labor, electrical potentials were recorded simultaneously from the skin overlying 
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the uterus and directly from the peritoneal surface of the uterine fundus. Both 
wave forms were then correlated with uterine contractions measured by intra- 
amniotic fluid pressures. The fetal electrocardiogram was continuously recorded 
to monitor fetal heart rate. For alternating current (a.c.) skin potentials, silver 
electrodes and a recording system with a 0.2 to 50 cycles/second band pass was 
used. The direct current (d.c.) skin potentials were recorded with silver-silver 
chloride electrodes and a preamplifier with d.c. to 50 cycles/second band pass. 
The a.c. and d.c. uterine potentials were recorded in a similar manner to the d.c. 
skin potentials. In the case of the uterine recordings, the a.c. and d.c. potential 
changes are of the same order of magnitude and thus permit the use of one channel 
for both a.c. and d.c. recording. Although the changes in a.c. and d.c. uterine 
potentials bear a relatively constant relationship to the changes in intra-amniotic 
fluid pressure, those electrical potentials recorded from the skin have no such 
relationships and there is very poor correlation between the changes in a.c. and 
d.c. potentials as recorded from the skin and from the uterus. The skin changes 
noted during a contraction can be reproduced in a man by skin stretching alone. 
It is probable that the potentials recorded from the skin during human labor do 
not accurately reflect those present on the uterus. 10 references. 5 figures. 
\uthor’s abstract. 


This is a really significant advance in obstetric clinical research.—R. R. de Alvarez. 


gyneco logy abstracts 


THE VULVA AND VAGINA 


17. Velanoma of the Vulva. AARON FE. KANTER AND GEORGE J. STREAN, Chicago, 
Ill. Obst. & Gynec. 72:516-520, Nov., 1958. 


Grossly, the tumor is deep purple or black; this color is due to the pigment 
melanin. The most frequent sites are the labium major and minus and the clitoris, 
in that order. Microscopically, melanin looks like brownish granules. The origin 
of the melanin is obscure; the dihydroxyphenylalanine reaction is a useful research 
tool. The common types of melanoma develop from pigmented moles. Bleeding 
and ulceration may occur. Melanomas are very malignant and metastasize early 
and extensively. Wide excision of existing pigmented nevi on genitalia may be 
prophylactic. Gland involvement requires radical excision (vulvectomy) and node 
dissection. Three cases are reported and discussed. 8 references. 5 figures. 
huthor’s abstract. 


The profession should be warned nol to disturb any pigmented lesion of the vulva 
by less radical means than radical excision of the growth by wide margins lalerally as 
well as in depth. The frequent biopsy of such lesions either partially or with minimal 
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margins is nol only unwise bul may cause a somnolent process to spread rapidly and 
disastrously. Emphasis should be placed upon the original excision. Subsequent 
radical excision and node dissection is more often than not only of use in the sense of 


further palliation. Cure is a remote possibility.—Herbert F. Traut. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 
18. Carcinosarcoma of the Ulerus. Report of Sirleen Cases. SAMUEL A. WOLFE 
AND PAUL PEDowITz, Brooklyn, N.Y. Obst. & Gynec. 12:54-74, July, 1958. 


The varied Latin and German terminology employed by earlier investigators of 
carcinosarcoma has led to the confusion in classification of this entity. Broadly 
considered, the terta carcinosarcoma designates a mixed tumor composed of 
epithelial and stromatogenous cells that display the morphologic, histologic, and 
clinical character of malignancy. Carcinosarcoma of the uterus may be classified 
into homologous and heterologous forms (mixed mesodermal tumor), the latter 
containing mesodermal derivatives foreign to the normal structure of the uterus. 
Since the epithelial component of heterologous carcinosarcoma is also mesodermal 
in origin, a mixed mesodermal tumor to be complete must contain malignant 
epithelium. If this element is lacking. the mixed mesodermal tumor is designated 
as incomplete. The study of multiple blocks and numerous sections are necessary 
for diagnosis and to differentiate homologous from heterologous carcinosarcoma. 

Homologous carcinosarcoma is a rare neoplasm and is herein classified into col- 
lision, secondary, sequential, and muellerian forms. This grouping emphasizes the 
method of origin. The diagnosis of homologous carcinosarcoma is always difficult 
because: (1) Epithelial cells may undergo spindling, leading to the false impression 
of a mixed tumor; (2) in sarcoma, round cells may be arranged in alveoli and thus 
simulate epithelial components; (3) benign or hyperplastic glands enmeshed in the 
expanding matrix of endometrial sarcoma may be falsely interpreted as malignant 
epithelial components; (4) metastatic epithelial cells, from a distant carcinoma, in 
the substance of a fibromyoma may simulate the epithelial constituent of a mixed 
tumor; and (5) endometrial carcinoma surrounding the base, clothing the surface, 
or invading the substance of a cellular fibromyoma simulates homologous car- 
cinosarcoma. Homologous carcinosarcoma are polypoidal neoplasms with  pre- 
dilection of origin from the posterior wall of the uterus. The stromatogenous com- 
ponents are composed primarily of pleomorphic round cells, maturing forms being 
ovoid, fusiform, or spindle. The blastomatous epithelial component produces 
endometrial, cervical, or epidermoid carcinoma. Two cases of collision carcino- 
sarcoma and 2 of sarcoma are reported to illustrate the difficulties in the pathologic 
diagnosis of carcinosarcoma. 

The concepts of the origin of heterologous carcinosarcoma are reviewed. Ab- 
normal stimuli and abnormal transfer of primitive mesenchyme from the dorsal 
scleromyotome, from the wolffian body, and from the urogenital ridge have been 
implicated. Origin of heterologous carcinosarcoma from persisting primitive 
mesenchyme in the uterus has been claimed for the cervical type. Like the ho- 
mologous variety, it is a polypoidal lesion arising by predilection from the posterior 
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wall of the uterus. The neoplasm rapidly fills the uterine cavity and often extends 
through the dilated cervix into the vagina. 

The epithelial component of heterologous carcinosarcoma is varied in its appear- 
ance. Endometrial, tubal, cervical, and epidermoid forms may be encountered. 
The resemblance to papillary carcinoma of the ovary or embryonal renal adeno- 
carcinoma (Wilms) may be striking. The presence of heterologous mesodermal 
constituents such as striated muscle, osteoid tissue, cartilage, and fat is classic. 
Numerous sections will reveal an increasing frequency of the varied epithelial and 
stromatogenous constituents of the neoplasm. Studies of sufficient blocks may 
reveal sparse heterologous elements in a neoplasm originally diagnosed as ho- 
mologous carcinosarcoma. 

Heterologous carcinosarcoma of the cervix generally appears in early life, and 
corporeal homologous and heterologous carcinosarcoma is most commonly a post- 
menopausal lesion. Bleeding and abnormal discharge are the dominant symptoms. 
Protrusion of a tumor mass through a dilated cervix in a postmenopausal woman 
is strongly suggestive of a mixed mesodermal tumor. The tumor spreads rapidly 
to contiguous structures, and early metastasis via the blood stream is the rule. 
The metastatic lesions may be purely epithelial, purely stromatogenous, or com- 
bined, the picture varying in different sites in the same patient. Total hysterectomy 
and bilateral salpingo-oophorectomy followed by radiation is the therapy of choice. 
The prognosis is always grave. Of the 16 patients described in this report, 15 were 
dead within three years following diagnosis, and the sole survivor has evidence of 
distant mestatasis six months after definitive therapy. 46 references. 18 figures. 
7 tables. Author's abstract. 


19. Prognosis of Endometrial Cancer. can. JavERT, New York, Obst. 
& Gynec. 12:556-571, Nov., 1958. 


Prognosis of endometrial cancer is related to the age of the lesion at the time 
of hysterectomy. A formula was developed for determining the age. The total 
life cycle of untreated cases or undertreated cases has been found to be in the 
neighborhood of 20 years. Moreover, the mean age difference between patients 
with pathologic stage 0 lesions and stage IV lesions has been found to be 13 years, 
and the latent period ranges from 7 to 10 years. Prognosis ranges from 95 per cent 
to zero per cent of five year survivals, depending on the age of the lesion when it is 
first treated. Related clinical factors include the age of the patient, duration of 
symptoms, early diagnosis, size of the uterus, presence of other diseases including 
multiple primaries, type of treatment, and whether the diagnosis was made before 
operation or in the laboratory. Pathologic factors include age of the lesion, site, 
anaplastic grade, histologic group (Ewing), pathologic stage, myometrial invasion, 
lymph node spread, and metastases to local or distant organs and peritoneum. 
Endometrial cancer is a local disease and remains so for a long period of time, 
perhaps a decade or so. When it remains in the uterus, the cure rate is high; when 
it has gone beyond the uterus, the cure rate is low. Local treatment is adequate 
for local disease, but it is of no value for generalized spread. Patients die of gen- 
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Therefore extended methods of 
pelvic surgery and irradiation may be useful for local recurrence but have no real 


eralized spread and not from local recurrence. 


curative value for generalized spread. Present methods of therapy, including 
irradiation and/or surgery, may be considered as palliative within the probable 
20 year life cycle of the cancer and curative thereafter. This depends on the age 
of the primary lesion as well as the age of any metastases. 27 references. 7 figures. 
8 tables.—-Author’s abstracl. 


The author makes an attempt lo outline the life of the endometrial cycle based upon 
factors thal cannol be given an accurale clinical evaluation.— Herbert F. Traut. 


50. Clinical se of Estrogen in lerine Prolapse. HARLEY ANDERSON, Omaha, 
Neb. J.A.M.A. 168:173-174, Sept. 13, 1958. 


Four cases of elderly postmenopausal women with severe symptoms and clinical 
findings of uterine procidentia who were treated nonsurgically by conjugated 
estrogens orally and parenterally were described in detail. It was pointed out that 
uterine prolapse was caused by the relaxation of the bifid cardinal ligaments, which 
had become poor and inelastic structural supports of the uterus and were the 
physiological reason for the caudad herniation of the uterine corpus and cervix. 
In the majority of cases, uterine decensus is usually observed following the meno- 
pause. This was true in the author's series. In addition, on slides prepared with 
apanicolaou stain these patients revealed low estrogenic levels. This leads one 
to surmise that possibly the lack of estrogens may produce a physiological change 
in the ligaments supporting the uterus, thereby causing them to lose much of their 
muscular constitution and strength and to become poor supporting tissue. Oral 
and parenteral conjugated estrogens given to the patients in the author's series 
caused the disappearance of the uterine prolapse in a relatively short time in each 
instance. No conclusions can be drawn from such a small clinical study, although 
the comparatively rapid response in each case was rather striking. A much larger 
series should be studied under similar clinical conditions before any conclusions 
as to the action of estrogens upon uterine-supporting tissues can be determined. 
3 references.— Author's abstract. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


Sl. Primary Carcinoma of the Ovary Coerisling with Pregnancy. Report of Three 
Cases. JOHNNIE R. BETSON, JR.. AND MAX L. GOLDEN, New Orleans, La. Obst. 
& Gynec. 12:589-595, Nov., 1958. 


From the Charity Hospital of Louisiana at New Orleans, 3 cases of carcinoma 
of the ovary coexisting with intrauterine pregnancy were found in a review of 
150,000 deliveries since 1941. The 3 cases demonstrated prenatal, term, and post- 
partum diagnosis. All patients were in the fourth decade of life. The two oldest 
patients were primigravida; all 3 patients were Negro; all three ovarian cancers 
originated in the right ovary; two were papillary adenocarcinoma, and the remain- 
ing one was serous cystadenocarcinoma. The only patient living is one diagnosed 
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and operated on during the second trimester of her pregnancy. The importance 
of early diagnosis and surgery is stressed. Abortion is not inevitable, even in 
instances of bilateral oophorectomy. The persistence of a 6 cm. ovarian mass 
during pregnancy is significant. Most ovarian masses are cystic and benign. 
The solid ovarian tumor may be benign, but it is more likely to undergo malignant 
change. It is very difficult to differentiate between the solid and cystic ovarian 
masses on pelvic examination, and late in pregnancy these, if present, may not be 
felt. For these reasons early diagnosis and surgery, with proper microscopic ap- 
praisal by a qualified pathologist, offers the patient the best available treatment. 
The prognosis of ovarian malignancy is poor, and fortunately its occurrence with 
pregnancy is an extreme rarity. 22 references. 3 figures.— Author's abstract. 


During almost 30 years of rather extensive privale practice, this reviewer has never 
knowingly had a case of primary carcinoma of the ovary along with pregnancy. 
Bernard J. Hanley. 


OPERATIVE GYNECOLOGY 


52. Anastomosis of Slenosed Uterine Cervix lo Urinary Bladder. Ss. AZOURY 
AND SUSAN W. WILLIAMSON, Beirut, Lebanon. Obst. & Gynec. 12:113-114, 
July, 1958. 


A new anastomosis between the uterine cervix and the urinary bladder is de- 
scribed. The indications for such a procedure are very limited, but the surgeon 
may be called upon to perform it in certain rare instances. A 13 year old Arab 
girl born with a congenitally absent vagina underwent an operation on the perineum 
for hematometra. This resulted in incontinence of urine, since the whole length 
of the urethra, the bladder neck, and a portion of the trigone were avulsed and 
absent posteriorly, with a narrow strip of the urethra and the bladder neck remain- 
ing anteriorly against the symphysis pubis. The defect in the perineum would 
admit a large vaginal speculum easily and directly into the bladder. The loss of 
tissue in the urethra, vesical sphincters, and trigone was so extensive that any 
form of surgical repair would have ended in failure. The ureters were transplanted 
into the sigmoid. A direct anastomosis between the anterior wall of the cervix 
and the posterior wall of the bladder was performed resulting in a “cervicocystos- 
tomy” with its ostium measuring 3 cm. in diameter. Thus the surgically incurred 
vaginal outlet in the perineum, opening widely into a bladder devoid of urine, came 
into direct line with the anastomosis between the cervix and the bladder. The 
bladder will therefore serve as a substitute for the vagina. At present the patient 
has no evidence of ureteroenterostomy complications. The menstrual periods are 
normal. Pregnancy may be possible. 2 references. | figure.-Author’s abstract. 


53. Incompetent Internal Os of the Cervir Causing Lale Abortion and Premature 


Labor. Technic for Surgical Repair. ERNEST W. PAGE, San Francisco, Calif. 
Obst. & Gynec. 12:509-515, Nov., 1958. 


The incompetent internal cervical os is now firmly established as an etiologic 
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factor in pregnancy wastage, notably in the middle trimester or early portion of 
the third trimester. The past decade has witnessed two parallel developments: 
(1) Surgical procedures that attempt to correct the defect between pregnancies, 
and (2) surgical methods designed to close a dilated cervix during pregnancy. The 
relative merits of these two approaches are discussed, together with a historical 
survey. An external cervical “wrapping” procedure, designed to produce circular 


scarring, is described, applicable in the nonpregnant state. The operation has 
been successful in 7 of the 10 cases encountered in the past seven years. 15 refer- 
ences. 6 figures. | table.— Author's abstract. 


The author's discussion is singularly free from bias, and the details, as weli as the 
advantages and disadvantages of the several methods now used to overcome a truly 
incompelent cervir, are discussed concisely and clearly. No single method is a guar- 
antee against failure. In fact, each method has its place in relation lo nonpregnant and 
pregnant slates. The author shows how to avoid pitfalls in the selection of a given 
method and provides a quide for this type of corrective surgery.-L. A. E. 


D4. Vaginal Ilyslereclomy Afler Previous Pelvie Surgery. WARREN M. JACOBS, 
MORTON J. ADELS, AND Ss. F. ROGERS, Houston, Texas. Obst. & Gynec. 72: 
572-574, Nov., 1958. 


One of the frequently stated contraindications to vaginal hysterectomy is the 
fact that the patient might have had previous pelvic surgery. Therefore. the 
records of 60 vaginal hysterectomies done upon patients who have had previous 
pelvic surgery were studied. No undue problems were met during operation, and 


failures” 
in this group of patients, in that no patient had to have a laparotomy in order to 
complete the procedure. In equivocal cases, it is the authors’ policy that they be 
scheduled for vaginal hysterectomy and possible laparotomy so that all instru- 


no serious postoperative complications were encountered. There were no * 


ments are available. The first step is a preliminary colpotomy in order to explore 
the pelvis and determine whether or not the vaginal approach is feasible. — If 
such is not the case, the cardinal and uterosacral ligaments are cut and ligated, 
as are the uterine arteries, and the uterus pushed upward into the abdominal cavity. 
The peritoneum and vaginal cuff are then closed. If repair is indicated, it is done. 
The abdomen is then opened, and the remainder of the hysterectomy and/or ad- 
nexal surgery is completed. The authors feel, after a study of these 60 cases, that 
previous pelvic surgery is not a contraindication to vaginal hysterectomy. 4 refer- 
ences. 3 tables. Author's abstract. 


The authors are to be congratulated on their excellent results. Although our experi- 
ence is nol so erlensive, we, loo, have never had to take recourse in laparotomy to com- 


plele a case scheduled for vaginal hyslerectomy.— Bernard J. Hanley. 


Postoperative Vaginal Bleeding Complicating Total Hysterectomy. M. Leon 
rancer, New York, N.Y. Obst. & Gynec. 12:705-709, Dee., 1958. 


Vaginal bleeding is an infrequent but potentially serious postoperative com- 
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plication of total hysterectomy. It has occurred after hysterectomy performed by 
all techniques, whether performed by the vaginal or abdominal route. Postopera- 
tive bleeding may occur immediately after surgery or in the convalescent period. 
One case occurred on the twenty-eighth postoperative day. Immediate postopera- 
tive bleeding is due to a slipped ligature or faulty technique when there is failure 
to ligate a branch of the vaginal azygos vessel. Delayed bleeding usually occurs 
as a result of a slough of granulations at the vault of the vagina. Infrequently, a 
clotting defect may occur as a complication of the use of anticoagulants and 
vaginal bleeding may result. Therapy consists of blood replacement and hemo- 
stasis. Hemostasis is best accomplished in the operating room, under general 
anaesthesia and with optimum light and exposure. Bleeding points can be visual- 
ized and sutures ligated. Vaginal packing should not be used except when a 
clotting defect is present. 12 references. 3 tables.— Author's abstract. 


56. Incidental Appendeclomy in Obstetrics and Gynecology. DUDLEY V. POWELL, 
DANIEL E. HOLMES, DOUGLAS H. BEATH, GEORGE H. YARD, AND PHILIP J. NOEL, 
gr., Fort Carson, Colo. Obst. & Gynec. 12:727-732, Dee., 1958. 


Three groups of obstetric and gynecologic patients were studied to observe the 
impact of incidental appendectomy on the organism postoperatively. Patients 
with similar pathologic condition without prophylactic appendectomy were used 
as controls. Incidental appendectomy was not found to influence the morbidity, 
intestinal obstruction, or hospital stay, even when done with the presence of blood 


in the peritoneal cavity. Incidental appendectomy is recommended on patients 
undergoing surgery for cesarean section, eccyesis, ruptured hemorrhagic ovarian 
cysts, or other benign pelvic disease. Hesitation reflects a prejudice and is not 
based on factual data. 26 references. 3 tables. Author’s abstract. 


I am afraid the prejudice is rather widely established in spite of isolatea reports lo 
the contrary. We do not hesitate lo perform appendectomy incidentally in many cases, 
bul it is not “routine.” Cases should be selective.— Keith P. Russell. 


Vaginal Hystereclomy in the Geriatric Patient. LOWELL R. SMITH AND JOSEPH 
HYDE PRATT, Rochester, Minn. Obst. & Gynec. 13:84-91, Jan., 1959. 


From a study of 324 patients 61 years of age or older who had undergone vaginal 
hysterectomies performed by one surgeon in the years 1945 through 1957, it seems 
evident that vaginal hysterectomy with or without repair can be done speedily 
with, on the average, a low blood loss, requiring few transfusions and few pro- 
longed hospitalizations, and has a minimal risk. Morbidity (temperature of 100.4 
F. or 38 C.) on any two days after the day of operation occurred in 13.0 per cent 
of the 324 cases. Postoperative complications are chiefly urinary in nature, with 
cystitis and retention causing the greatest trouble. The incidence of upper respira- 
tory infections is very low. Phlebitis was encountered in 1.9 per cent of the pa- 
tients, and serious postoperative bleeding requiring packing, sutures, or trans- 
fusions occurred in 1.2 per cent. The operation is well tolerated by the older 
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patient and is adaptable enough that the authors recommend its use whenever the 
condition is one that can be alleviated by a vaginal approach or when the patient's 
comfort or activities can be increased by the relief of a pelvic problem. 4 refer- 
ences. 9 tables. Author's abstract. 


Interestingly enough, abdominal operations on elderly women carry no more risk 
lo the patient than has been experienced with major vaginal procedures in this re- 
viewer's experience with surgery for ulerine and ovarian cancer. Although the physical 
slale of such patients is an important factor in recovery, a precise and blood-saving 
operative technique and, above all, employment of the simplest and most efficient form 
of anesthesia are the best safeguards against untoward end results. In general, the 
elderly patient is psychically beller adjusted to major surgical procedures than the 
younger, which, in the light of modern knowledge of psychosomatic dynamics, must be 
crediled with favoring rapid and smooth recovery.-L. A. E. 


58. Unusual Malignancies of the Vulvourethral Region. Report of Twelve Cases. 
J. DONALD WOODRUFF AND ©. BERNARD BRACK, Baltimore, Md. Obst. & 
CGiynec. 12:677-686, Dec., 1958. 


Primary carcinoma of the vulva and urethra are extremely common, but other 
types of cancer of the vulvourethral region must be considered as almost pathologic 
oddities. [It was consequently felt worth while to report 12 cases of unusual cancers 
occurring in this region. These 12 cases consisted of five malignant melanomas, 
four fibrosarcomas, and three lymphomas. The most common symptoms were 
postmenopausal bleeding and local discomfort. Involvement of the urethra pro- 
duced a variety of urinary symptoms, such as burning, frequency, and occasional 
incontinence. Therapy varied greatly, depending both on the position of the lesion 
and the feelings of the individual physician. Radical surgery was carried out only 
once and that in the case of lymphoma, with the result that the patient died in 15 
months. Local excision with lymph node dissection was carried out in 5 cases and 
roentgen therapy was used in 5 others, usually in association with local excision. 
Although all these pathologic entities are considered to be among the most malig- 
nant tumors found in the human body, nevertheless 3 patients out of the group 
were living and well from seven to eight years after therapy. One patient has been 
retreated since the report, having had a local recurrence of a melanoma after nine 
years. Although the results are not good, it seems that every patient should be 
given the benefit of as complete therapy as possible. 14 references. 4 figures 
2 tables. Author's abstract. 


FEMALE UROLOGY 


59. Ileal Reservoir (l releroileourethral Anastomosis). Method of Urinary Diver- 
sion. GEORGE T. MELLINGER AND GARFIELD L. SUDER, Cincinnati, Ohio. 
J.A.M.A,. 167:2183-2186, August 30, 1958. 


Recent interest in techniques of urinary diversion has been highlighted by 
development of the ileal conduit operation to supplant ureterosigmoidostomy with 
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its occasional sequelae of ascending renal infections, hydronephrosis, and hyper- 
chloremic acidosis. In 1951 Couvelaire, and more recently Pyrah, Raper, and 
Makuuchi, employed ureteroileourethral anastomosis to allow the patient to void 
in a normal manner following total cystectomy. The authors have modified the 
technique to circumvent the likelihood of increased pressure within the right 
upper urinary tract by transplanting the left ureter to the side of the isolated ileal 
segment near its proximal end and anastomosing the right ureter to the side of the 
loop distal to the left ureter. The loop is doubled back on itself, and the urethra is 
joined to the side of the loop just proximal to the distal end. A catheter passed 
through the urethra into the new bladder remains in place for three weeks. Two 
patients with carcinoma of the bladder who underwent this procedure were able 
to recognize distention of the bladder and to void without manual pressure on the 
abdomen. Both were continent during the day but had some difficulty maintain- 
ing continence during sleep. They were able to retain urine over two and one-half 
hours and one and one-half hours, respectively, without voiding, and evacuated 
at least 4. 0z. The residual amount of urine was less than 30 ml. We feel that 
ureteroileourethral anastomosis may be preferable to other methods of urinary 
diversion after total cystectomy for carcinoma of the bladder. It allows the 
patient to void in a normal manner, and there does not appear to be any disturbance 
of electrolyte balance through absorption from the segment. Cystometrographi- 
cally, the new bladder shows a pattern of intestinal motility. 3 references. 4 figures. 
—-Author’s abstract. 


Inything is beller than the constant use of a prosthesis... R. de Alvarez. 
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60. Diuretic Action of Two Carbonie Anhydrase Inhibitors in Congestive Failure. 
HARRY GOLD, THEODORE H. GREINER, LEON WARSHAW, NATHANIEL T. KWIT, 
AND AARON GANZ, New York, N.Y. J.A.M.A. 167:814-818, June 14, 1958. 


Two carbonic anhydrase inhibitors, acetazolamide and ethoxzolamide, were 
compared with intramuscularly given meralluride by oral administration in a group 
of ambulatory patients with congestive heart failure, with the criterion of response 
being the loss of body weight during the first 24 hours after the dose. The com- 
parisons involved an adaptation of the basic principles of bioassay, including the 
validation of the data by standard statistical methods. The maximum diuretic 
response to acetazolamide was equal approximately to that given by 0.5 ml. of 
meralluride; the response to ethoxzolamide was somewhat greater, equal approxi- 
mately to that given by 0.7 ml. of meralluride. The diuretic responses to the two 
carbonic anhydrase inhibitors were similar when they were given in doses that 
caused approximately the same incidence of unpleasant symptoms. The maximum 
diuretic effect of acetazolamide was obtained from a dose of 125 mg. No greater 
effect was obtained from a dose eight times larger. It was found that orally given 
acetazolamide neither increases nor diminishes the diuretic response to intra- 
muscular meralluride. 14 references. 2 figures. | table.— Author's abstract. 
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The same response is evoked in most patients with pre-eclampsia-eclampsia with 
these and even newer diuretic agents.—R. R. de Alvarez. 


61. Adjuvant Use of Chemotherapy in the Surgical Treatment of Cancer. Plan of 
Cooperative Study. MICHAEL B. SHIMKIN AND GEORGE E. MooRE, Bethesda’ 
Md. J.A.M.A,. 167:1710-1714, Aug. 2, 1958. 


\ plan is described for the cooperation of 48 departments of surgery under the 
auspices of the National Cancer Institute in a study of the effectiveness of chemo- 
therapy as an adjuvant to the surgical treatment of cancer. It has three aims: 
To improve the prognosis of the patient with cancer, to determine whether certain 
chemical agents are curative, and to develop workable techniques for therapeutic 
trials. Two investigations specifically planned relate to the use of triethylene 
thiophosphoramide in resectable gastric carcinoma and of nitrogen mustard in 
lesectable pulmonary carcinoma. The results of animal research encourage such 
work, since small tumors have been found more susceptible than larger ones to 
regression, and the probability of metastasis is less when the number of neoplastic 
cells in the primary tumor is small. The plan includes the use of standard criteria 
of diagnosis, treatment, and measurement of effect; the pooling of data from all 
collaborating institutions; and the participation of statisticians in designing the 
study and evaluating the results. 17 references. 1 figure.—Author’s abstract. 


Second Annual Meeting of the Society for the Scientific 
Study of Sex 


The Society for the Scientific Study of Sex will hold its second annual meeting 
on November 7, 1959, at the Barbizon Plaza Hotel, New York City. There will be 
two symposia, entitled “What is Sexually Normal)” and “Psychological Factors 
in Infertility.” Details of the meeting can be obtained from Robert \. Sherwin, 
Executive Secretary, Suite 704, | East 42nd Street, New York 17, N. Y. 

The aim of the society is to bring together scientists working in the biologic, 
medical, anthropologic, psychologic, sociologic, and allied fields who are conducting 


significant sexual research or whose profession confronts them with sexual problems. 
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Relieves Pre-op Apprehension 
Aids Post-op Management 


without 
depressing 
vital 
functions 


® relieves tension and anxiety 

® helps provide “a good night's sleep” 

® facilitates early ambulation 

® relaxes skeletal muscle 

Miltown has no adverse effects on cardiovas- 


cular, respiratory or gastrointestinal func- 


tions and causes no depressive “hang-over” 


meprobamate (Wallace) 
Miltown is available in 400 mg. scored and 200 mg. 


sugar-coated tablets; bottles of 50. 


® WALLACE LABORATORIES 
Wf New Brunswick, N. J. 


Reprints available on request: 

1. Kern, E. C.: Preoperative seda- 
tion with meprobamate (Miltown) 
in surgery of eye, ear, nose and 
throat. Eye, Ear, Nose & Throat 
Month. 36:408, July 1957. 

2. Lamphier, T. A.: The value of 
meprobamate preoperatively. 
Maryland M.J. 7:627, Nov. 1958. 
3. Lamphier, T. A.: Meprobamate 
—an important adjunct to 
post-operative surgical care. 

J. Maine M.A. 48:357, Oct. 1957. 

4. Lamphier, T. A.: The role of 
meprobamate in postoperative 
surgical care. Ann. New York Acad. 
Sc. 67:810, May 9, 1957. 

5. Rushia, E. L.: Preliminary 
report on the use of meprobamate 
for pre-anesthetic sedation. 

J.M.A. Georgia 46:93, March 1957. 
6. Sadove, M. S. and Schiffrin, M. J.: 
‘Tranquilizers in surgery, in Surg. 
Clin. North America, Saunders, 
Philadelphia, Feb. 1959, pp. 231-244. 
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IN THREATENED 
OR HABITUAL ABORTION... 
MORE FULL TERM PREGNANCIES... 


NOV ID 


SIMULATES corPuUS LUTEUM HORMONES, thereby 
«»-- SUPPORTS THE ENDOMETRIUM, hence 
«+» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


ENOV ID Oral Synthetic E 


(brand of norethynodrei with e 


DOSAGE IN 
HABITUAL ABORTION 


One or two tablets daily as soon as 
Pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ndometropin 


3-methyl ether) 


SEARL E / Research in the Service of Medicine. 


G. D. SEARLE & co., Chicago 80, Illinois 
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